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For anxiety, tension 
and muscle spasm 
in everyday practice. 


® well suited for prolonged 
therapy 


= well tolerated, relatively 
nontoxic 

= no blood dyscrasias, liver 
toxicity, Parkinson-like syndrome 
or nasal stuffiness 

® orally effective within 


30 minutes for a period of 
6 hours 


RELAXES BOTH MIND AND MUSCLE 
WITHOUT IMPAIRING MENTAL OR PHYSICAL EFFICIENCY 


Miltown 


tranquilizer with muscle-relaxant action 


dicarbamate — U.S. Patent 2,724,720 


Supplied: 400 mg. scored tablets 
200 mg. sugar-coated tablets 


Usual dosage: One or two 
400 mg. tablets t.i.d. 


Literature and samples available on request 


Ww WALLACE LABORATORIES 
New Brunswick, N. J. 
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preparing illustrations to make them suitable for photographic reproduction will be charged 
to author. 
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2. Hess, W. R. Diencephalon. New York: Grune & Stratton, 1954. 
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The subscription rates are $12.00 to the volume: Canadian subscriptions, $12.50; foreign 
subscriptions, $13.00, including postage. Rates to medical students, junior and senior internes, 
residents in training during their first, second, or third training year, and also to graduate students 
in psychology, psychiatric social work, and psychiatric nursing, $5.00 (Canada $5.50). Single 
issues, $1.25. 
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Editorial communications, books for review, and exchanges should be addressed to the Editor. 
Dr. Clarence B. Farrar, 216 St. Clair Avenue West, Toronto 5, Ontario, Canada. 
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Psychiatric Association, 1601 Edison Highway, Baltimore 13, Md., or to 1270 Avenue of the 
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IN EPILEPSY. ~ 
YOUGIVEA 
WONDERFUL THING 
WHEN YOU GIVE 


Today, epileptics can enjoy the hap- 
piness and security that comes with 
a greater freedom from seizures than 
ever possible in the past. Modern 
anticonvulsant drugs, your knowl- 
edge and judicious use of them, 
have played a major role in gaining 
a more normal life for the epileptic. 
Five anticonvulsants that have been 
used with proved and gratifying re- 
sults are presented here. With them, 
you can obtain effective and indi- 
vidualized therapy for the broad 
range and many forms of epilepsy. 


We have new literature 
available on request. ObGctt 


PEGANONE® (Ethotoin, Abbott) 

Newest of Abbott’s anticonvulsants ...a new hy- 
dantoin of exceptionally low toxicity for grand mal 
and psychomotor seizures. 


TRIDIONE® (Trimethadione, Abbott) and 
PARADIONE® (Paramethadione, Abbott) 

Two eminently successful anticonvulsants for symp- 
tomatic control of petit mal, myoclonic and akinetic 
seizures ... Tridione will often work where Para- 
dione won’t and vice versa. 


PHENURONE® (Phenacemide, Abbott) 

Used with discretion, will often prove successful 
where all other therapy fails in treating psycho- 
motor, grand mal, petit mal and mixed seizures. 


GEMONIL® (Metharbital, Abbott) 

An effective drug with low toxicity for treating 
grand mal, petit mal, myoclonic and mixed sei- 
zures symptomatic of organic brain damage. 


ABBOTT LABORATORIES / NORTH CHICAGO, ILLINOIS 
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a new useful dosage form of Equanil 


* 


Phitadetphis 1. Pe. 


Meprobamate, 


if 


Especially cuated, easy to swallow 

Tranquilizer-conscious patients wilt not recognize new yellow tablets 
Different from regular 400-mg. and 200-mg. tablets 

Same indications, same dosage as original EQUANIL 


NOW YOU HAVE A CHOICE CF 3 EQUANIL TABLETS 
200 mg. 


Distinctive, shield-shaped, 


4 
mn uncing 
+ 
4 
400 mg. 
P 
a scored tablets for fine dosage eae “x Regular, scored, white 
adjustment, bottles of 50. tablets, bottles of 50. 
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SQUIBB ANNOUNCES 


A NEW, IMPROVED AGENT 
FOR BETTER MANAGEMENT 
OF PSYCHOTIC PATIENTS 


SQUIBB TRIFLUPROMAZINE 10.-(3-dimethylaminopropy!)-2-(trifluoromethy!)phenothiazine hydrochloride 


SCHIZOPHRENIA ® MANIC STATES # PSYCHOSES ASSOCIATED WITH ORGANIC BRAIN DISEASE 


tive and rapids in controlling manic excit 
modifying the disturbing effects of delusions and hallucinatic 
moderating hostile behavior...in facilitating insi 


Intractable behavior patterns brought under control ; 


patients made accessible to psychotherapy... -nursing 
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Modification of the’phenothiazine structure potentiates beneficial 


WHAT IS IT? Vesprin— Squibb Triflupromazine— is 
a new, improved agent for better management of psy- 
chotic patients. It is useful in schizophrenia, manic 
states and psychoses associated with organic brain 
disease. 

Vesprin is chemically and pharmacologically 
improved. The phenothiazine structure has been 
modified, resulting in potentiation of beneficial prop- 
erties and in reduction of unwanted effects. Pharma- 
cologically, Vesprin shows an enhanced potency with 
far less sedative effect. 


CLINICAL EXPERIENCE: Data in over 600 of the 
hundreds of patients treated with Vesprin to date 
have been carefully analyzed. 

In 1 series of 55 hospitalized psychotic patients treated 
with Vesprin, marked to moderate improvement oc- 
curred in approximately 66 per cent. 

Five patients were discharged from the hospital. Two 
of these patients had not responded to any previous 
treatment. 

In another small series of patients, which included 
12 disturbed children, some improvement was seen 


in 11 of the 12 children who were treated with Vesprin 
for at least 2 months. In none of the children were 
any significant side effects observed. 

In a third series of 123 psychotic patients treated 
with Vesprin for more than 3 months, 5 recovered 
from all of their active psychotic manifestations, 
particularly delusions and hallucinations, and 24 re- 
covered from most psychotic manifestations with 
good social remission. An additional 78 patients 
showed significant improvement in their psychotic 
behavior. 

Another group of schizophrenic patients has been 
treated with Vesprin for periods ranging from 6 
months to 1 year. During this time clinical laboratory 
studies were made weekly, and later monthly, on 
urine and blood of the patients. 

Although leukocyte counts showed some tendency to 
decrease, there were no abnormally low counts. 
Though hemoglobin levels tended to show some in- 
crease, it was not significant. Liver function tests per- 
formed during the final 2 months of treatment were 
entirely negative. 

This investigator concluded that these laboratory 
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a new, 
improved agent 
for better 
management 
of 
psychotic 
patients 


In extensive clinical experience— 
singularly free from toxicity 


Squibb Triflupromazine 


=" Jaundice or liver damage...not observed 


Skin eruptions...rare 

Photosensitivity...rare 

® Blood dyscrasias...not observed 
® Hyperthermia...rare 

® Convulsions...not observed 


studies gave no evidence of drug toxicity. 

Another investigator thought that Vesprin appeared 
to be more active and rapid in effect. The best re- 
sponse to Vesprin was seen in overactive, troublesome 
schizophrenic patients. 


WHAT ARE THE ADVANTAGES? Clinical expe- 
rience in hundreds of patients has shown that Vesprin 
does not oversedate the patient into sleepiness, drow- 
siness and lethargy. Drug-induced agitation is 
minimal. 

Vesprin is active and rapid in controlling manic states, 
excitement and panic, and also in controlling the 
disturbing effects of delusions and hallucinations. 
Vesprin moderates hostile behavior and facilitates 
insight. 

With Vesprin, intractable behavior patterns are rap- 
idly brought under control. Thus, patients are made 
accessible to psychotherapy. Nursing care is reduced, 
and the patients’ social rehabilitation is facilitated. 
Extensive clinical experience has shown Vesprin to 
be singularly free from toxicity. Clinicians who have 
worked with the drug over long periods have not seen 


jaundice or liver damage, blood dyscrasias, or con- 
vulsions. Skin eruptions, photosensitivity or hyper- 
thermia have been rarely observed. 


WHAT ARE THE SIDE EFFECTS? Investigators 
have reported such symptoms as dizziness, nausea, 
weakness, drowsiness and epigastric distress in pa- 
tients treated with Vesprin. Postural hypotension has 
been seen occasionally in normotensive patients. A 
hypotensive effect has been observed in patients with 
high blood pressure. 

Anxiety and restlessness have been observed in some 
patients, and gain in weight in a few. These effects 
have usually been mild, and, as a rule have disap- 
peared when the dosage was reduced or treatment 
stopped. 

The most commonly encountered side effect has been 
the development of a Parkinson-like syndrome with 
motor disturbances and extrapyramidal symptoms. 
This syndrome is reversible and symptoms usually 
subside with a reduction of dosage or discontinuance 
of medication for 2 or 3 days. 
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VESPRIN 


WHEN IS IT INDICATED? Vesprin is indicated in 
treatment of various acute and chronic psychoses. 
Because it ameliorates psychomotor hyperactivity 
and assaultive behavior, Vesprin is particularly useful 
in management of schizophrenia, manic states, socio- 
pathic personality disturbances with psychotic reac- 
tions, mental deficiency with psychoses, and psychoses 
associated with organic brain disease and senility. 
Contraindications: Vesprin is contraindicated in coma- 
tose states due to central nervous system depressants 
(alcohol, barbiturates, opiates). 


WHAT IS THE DOSAGE? The recommended 
adult dosage of Vesprin is 25 mg. t.i.d., to be adjusted 
according to patient response. This dose may be in- 
creased until the desired clinical effect has been 
achieved, or until unwanted side effects become a 
problem. 

The initial dose for children is 10 mg. t.i.d. 

The suggested starting dose in geriatric patients is 
10 mg. t.idd. The dosage in children and elderly 
patients may be increased according to patient 
response. 


Squibb Triflupromazine 


The optimum dose of Vesprin varies from patient to 
patient and should be established on an individual 
basis. In the majority of patients, prolonged treat- 
ment is required for maximum clinical response. 
Caution: Although no deleterious effects on the hemo- 
poietic system have occurred to date in the extensive 
clinical use of Vesprin, routine blood counts are sug- 
gested during the course of therapy. 

Patients should be watched for indications of soreness 
of the mouth, gums or throat, or for symptoms of 
upper respiratory infection. If these complications 
occur, and a confirmatory leukocyte count indicates 
cellular depression, the agent should be stopped and 
appropriate treatment, including intensive antibiotic 
therapy, should be started immediately. 


HOW IS IT SUPPLIED? Vesprin is supplied in 
tablets of 10 mg., 25 mg., and 50 mg. in bottles of 
50 and 500. 


“VESPRIN’ 1S A SQUIBB TRADEMARK 
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SQuIBB 
Squibb Quality —the Priceless Ingredient 


Typical case: 
“unmanageable” 
schizophrenic 
patient is hostile, 
untidy and 
inaccessible 

to therapy. 


the “before-and-after” picture in mental 


wards continues to improve, case after 


case, with Serp asil' 


With Serpasil, 

patient becomes 

calm, cooperative, 
amenable to interview... 
as have thousands 

in this new age 

of hope for 


the psychotic. 
SUPPLIED: 
Parenteral Solution: 
Ampuls, 2 mli., 2.5 mg. 
Serpasil per mi. 
Multiple-dose Vials, 10 mi., 
2.5 mg. Serpasil per ml. 
Tablets, 4 mg. (scored), 2 mg. 
(scored), 1 mg. (scored), 
0.25 mg. (scored) and 0.1 mg. 
Elixirs, 1 mg. and 0.2 mg. 
Serpasi! per 4-ml. teaspoon. 
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IN PSYCHIATRY 


offers 


tranquiliz ing activity 


“in the thus far purest 
and strongest degree.” 


Freyhan, F.A.: paper presented at Eastern Regional Research Con- 
ference, Am. Psychiat. Assoc., Philadelphia, Nov. 16-17, 1956. 


Now available: 25 mg. ‘Compazine’ Tablets, primarily for use in 
hospitalized psychiatric patients. Information on the us: of ‘Compa- 
zine’ at high dosages in severe mental and emotional disturbances is 


available upon request. 


Smith, Kline & French Laboratories, Philadelphia 
*T.M. Reg. U.S. Pat. Off. for prochlorperazine, S.K.F. 
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MINIMIZE HAZARDS 
of E.C.T. 


Chloride brand Succinylcholine Chloride 


removes practically all 
the previous risks inherent 


9916 


in the treatment. 


Confirming the contribution of ‘Anectine’ to safe E.C.T. therapy: 
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The following report is based on a ques- 
tionnaire survey of prisons and correctional 
institutions in the United States which was 
carried out in July, 1954. Because of the 
dearth of information on this subject, it 
was felt that such a survey was long over- 
due. The subject was discussed with Dr. 
Winfred Overholser at the May, 1954 meet- 
ing of The American Psychiatric Association 
in St. Louis, and it was decided that a com- 
prehensive survey would be made of psy- 
chiatric facilities in penal and correctional 
institutions for the care of young adult and 
adult offenders. This was in keeping with 
the present intention of The American Psy- 
chiatric Association to make a thorough sur- 
vey of all facilities in the United States for 
the treatment of mental illness. It was felt 
that a similar survey of institutions for the 
care of juveniles was equally important, but 
this was considered outside the scope of the 
present project. Since most of the juvenile 
institutions are under jurisdictions com- 
pletely separate from more of the state in- 
stitutions for adult offenders, a survey of 
the juvenile institutions would necessitate 
a separate study. 

When this research project was planned 
in the early part of 1954, the only previous 
survey with which to make any comparisons 
was the one carried out by Dr. Overholser 
in 1926(1). 

In the early part of 1926 the National 
Crime Commission through its subcommit- 
tee on the Medical Aspects of Crime, took 
steps to ascertain the extent to which psy- 
chiatry was employed in the courts of crimi- 
nal jurisdiction and the penal and correc- 
tional institutions in the United States. The 
questionnaire survey of these institutions 
was completed by July 1, 1927. This origi- 
nal survey included all juvenile institutions 
as well as the state prisons, farms, jails, and 
the various criminal courts. At that time 
it was interesting to note that in the various 
state prisons, reformatories, and farms there 


1 Director, psychiatric clinic, State Prison of 
Southern Michigan, Jackson, Mich. 
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were only 19 full-time psychiatrists and 24 
part-time psychiatrists employed. Twenty- 
four of the states had no psychiatrists, either 
on a full or part time basis, and 34 prisons 
had no psychiatrists in their employment. 
At that same time the federal prisons re- 
ported only 3 full-time psychiatrists and one 
part-time psychiatrist. This certainly re- 
flects the enormous neglect of the personal 
study of offenders at that time. 

Soon after the writer sent out the ques- 
tionnaires in the present study, it was learned 
through the June 1954 issue of “Correc- 
tional Research’’(2), that the United Prison 
Association of Massachusetts had just con- 
cluded a survey of the 48 states. Their sur- 
vey consisted of a brief questionnaire di- 
rected to the departments of correction of 
the various states, in which the following 
question was asked: “Does your state pro- 
vide psychiatric services for inmates in any 
of its correctional institutions for adults?” 
(Other than institutions for criminal insane 
or defectives). 

Because this previous questionnaire was 
directed to the departments of corrections 
of the various states, instead of to the indi- 
vidual institutions, it was felt that the pres- 
ent questionnaire study should contribute 
some further information on this subject. 
In the present study, a 3-page questionnaire 
containing 39 items was mailed to all 315 
state and federal correctional institutions 
listed in the directory of state and national 
institutions published by the American 
Prison Association. Of the 315 institutions 
so listed, 167 were prisons or reformatories 
for adult or young adult offenders. The re- 
maining 148 were camps, prison farms, 
ranches, industrial schools, or state training 
schools for juveniles which happen to be 
under the jurisdiction of departments of 
correction. One institution listed in the di- 
rectory was a state hospital for the crimi- 
nally insane and 3 were special institutions 
for defective delinquents. Since the names 
of the institutions did not always give a 
clear indication of the nature of the facility, 
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the questionnaires were sent to all 315 insti- 
tutions in the directory. 

A total of 171 completed questionnaires 
were returned. Fifty of these had to be dis- 
carded for the purpose of this survey 
because they were from institutions for juve- 
nile offenders. The remaining 121 question- 
naires were received from the 167 prisons 
and reformatories listed in the directory, for 
a total response of 72%. No returns were 
received from the farms, forestry camps, 
cattle ranches, and other small units. This 
might be expected since it is known that the 
majority of these units do not have any psy- 
chiatric treatment facilities. 

The state and federal systems will be dis- 
cussed separately, because the 17 adult insti- 
tutions in the federal system generally have 
much more adequate psychiatric staffing than 
the state systems. (See Table A.) Of the 
104 state prisons and reformatories report- 
ing out of a total group of 150, 80 stated 
thai the services of a psychiatrist were avail- 
able within the institution. Only 19 reported 
having the services of a full-time psychi- 
atrist. Twenty-eight had psychiatrists work- 
ing regularly, but on less than a full-time 
basis. Thirty-six had psychiatrists employed 
in a consultant capacity only. 

In the case of those institutions having 
a psychiatrist working on a consultation 
basis, the question was asked as to the ap- 
proximate number of visits to the prison a 
year. Fifteen institutions reported only 2 
to 12 visits per year. It was felt that for 
practical purposes these institutions have 
nothing in the way of psychiatric services. 
Nineteen institutions reported 13 to 50 visits 
per year. Nine reported that their consult- 
ants made more than 50 visits per year. 

Most of the psychiatric services were con- 
centrated in a few large institutions. Several 
of the 19 institutions having full-time psy- 
chiatrists also employed one or more part 
time psychiatrists or psychiatric consultants. 

Ten states reported that they had no psy- 
chiatrists working in their correctional in- 
stitutions, even in the capacity of consultants. 
Thirteen other states plus the District of 
Columbia and the Territory of Hawaii re- 
ported that they had no psychiatric services 
in their adult correctional institutions ex- 
cept for psychiatrists making occasional 
visits in a consultant capacity. This gave a 


total of 23 states, plus the District of Colum- 
bia and the Territory of Hawaii, which had 
no psychiatric facilities in their correctional 
institutions, or else had no services except 
for occasional visits by psychiatric con- 
sultants. 

At the time of this survey, the 80 state 
institutions reported a total of 31 full-time 
psychiatrists, 34 part-time psychiatrists, and 
42 psychiatric consultants, for a total of 107 
psychiatrists working in state adult correc- 
tional institutions. 

The Federal Bureau of Prisons had much 
more adequate coverage, in that there was 
some sort of psychiatric service available to 
all 17 of the federal adult institutions. The 
federal system employed 12 full-time psy- 
chiatrists, 5 part-time psychiatrists, and 9 
psychiatric consultants in their 17 institu- 
tions. However, even in the federal system, 
a widespread lack of adequate psychiatric 
facilities was recognized. Dr. H. M. Jan- 
ney(3), Medical Director of the Bureau of 
Prisons, has commented on his difficulty in 
getting psychiatrists to fill vacancies in the 
federal penal system. 

Combining the figures for both state and 
federal systems, there is reported a total of 
43 psychiatrists working full-time, 39 on a 
part-time basis, and 51 in a consultant ca- 
pacity only. This gave an overall total of 
only 133 psychiatrists in the U.S.A. who 
spend any time working in our state and 
federal penal institutions. (Table B.) 
There was close agreement between these 
results and the findings of the previous sur- 
vey independently conducted by the United 
Prison Association of Massachusetts, which 
reported at total of 128 psychiatrists work- 
ing in prisons (ibid.). 

Those states having no psychiatric facili- 
ties in their prisons usually transfer the obvi- 
ously psychotic inmates to one of the state 
mental hospitals. However, the lack of any 
professional staff within the institutions to 
evaluate the mental status of prisoners or 
to make judgments as to which ones are in 
need of psychiatric treatment, means that 
there must be many psychotic inmates within 
correctional institutions who are either not 
recognized as such, or who are not given ade- 
quate treatment. This is evidenced by a 
comment made in one of the questionnaires 
to the effect that a particular mid-western 
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TABLE B 


PERSONNEL IN PRISONS WITH MENTAL HEALTH 
SERVICES—BREAKDOWN BY INDIVIDUALS 


Psychiatrists, full-time—State Prisons 
Psychiatrists, full-time—Federal Prisons 
Psychiatrists, part-time—State Prisons 
Psychiatrists, part-time—Federal Prisons 
Psychiatric consultants—State Prisons 
Psychiatric consultants—Federal Prisons 


Total: Psychiatrists doing at least part-time 
work in prisons 


Psychologists—State Prisons 
Psychologists—Federal Prisons 


Total: Psychologists employed in prisons. . 


Social workers—State Prisons 
Social workers—Federal Prisons 


Total: Social workers employed in prisons. 162 


institution had a 75-bed psychiatric ward, 
but there was no psychiatrist working in the 
institution. This same institution reported 
that patients in the mental ward were ex- 
amined once a year by a state hospital psy- 
chiatrist ! 

The situation is not quite as bad as it first 
appears from examination of the question- 
naire returns. In several states, machinery 
exists for psychiatric evaluation of men- 
tally disturbed inmates in regional mental 
health outpatient clinics. Two institutions 
in Iowa have such an arrangement, as does 
the women’s prison in Connecticut. 

At the time of this survey, several states 
which did not previously have satisfactory 
facilities were rapidly developing an im- 
proved program. For example, Mr. Harold 
Donnell(4), Superintendent of Prisons of 
the State of Maryland, reported that in Octo- 
ber, 1954, Maryland was opening the Patux- 
ent institution to serve as a diagnostic center, 
psychothpathic unit, and defective delin- 
quency unit. The entire psychiatric staff 
would be available for work in all the other 
institutions under the Department of Cor- 
rections. This would be similar to the sys- 
tems adopted in the States of Wisconsin and 
New Jersey where a central agency fur- 
nishes psychiatric services to all the penal 
institutions in the state. 

California, which already was one of the 
leaders in the use of psychiatric personnel 
in state penal institutions, was at the time 
of this study rapidly enlarging professional 
services for the youth division and had 


started an inservice training program for 
all employees. California has also built re- 
ception guidance centers for initial diagnos- 
tic studies on all incoming inmates, both for 
the adult and youth divisions. 

An attempt was made to find out the 
quality of professional staff and adequacy 
of their training by asking the various insti- 
tutions whether or not the psychiatrists they 
employed were certified by the American 
Board of Psychiatry, or board eligible. Of 
the 130 psychiatrists reported to be work- 
ing in our prisons, 53 were reported to be 
board certified and 27 to be board eligible, 
for a total of 80 so qualified. However, the 
number may be slightly higher because a 
few of the institutions hiring psychiatrists 
failed to complete this item on the ques- 
tionnaire. 

Only 6 institutions (the State Prison of 
Southern Michigan, Sing Sing Prison, Mas- 
sachusettes Reformatory for Women, Con- 
necticut State Prison, San Quentin Prison, 
and the California Medical Facility at San 
Pedro) reported that they were utilizing psy- 
chiatric residents in their prison programs 
through arrangements with nearby medical 
schools. It is felt that there is a widespread 
lack in the training of psychiatric residents in 
forensic psychiatry. Many of the major 
prisons are located near medical centers and 
arrangements could be easily worked out for 
psychiatric residents to spend some time in 
the psychiatric clinics of our prisons and re- 
formatories. All of the psychiatric residents 
I have talked with who have worked in 
prisons feel it has been a very worthwhile 
experience. However, before more resi- 
dents are utilized in our prison programs, 
obstacles in two different areas will have to 
be overcome. First, the various states will 
have to provide funds for adequate salaries 
for board certified psychiatrists to work in 
the prison hospitals, so that there will be 
sufficient well qualified persons to supervise 
the residents. Secondly, more medical 
schools will have to take the initiative in 
working with the various state corrections 
departments to set up adequate training 
programs. 

An attempt was made to find out how 
much individual and group therapy was being 
carried on. Seventeen institutions reported 
that they had a sufficiently adequate staff to 
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carry on individual psychotherapy with at 
least a few inmates. Twenty-eight of the 
institutions had group psychotherapy classes. 
In the remainder, the staff was so limited that 
the psychiatrist’s time was used almost en- 
tirely for handling psychiatric emergencies, 
or else was spent with so many routine 
duties that no time was left for individual 
or group psychotherapy. Several institutions 
utilizing group psychotherapy were quite 
enthusiastic about it and felt that they were 
able to make the maximum use of their 
limited staffs by employing group therapy 
methods. 

Forty-seven prisons reported that they 
had psychiatric wards within their own hos- 
pitals. These ranged in size from small 
segregation units of 3 beds up to wards of 
120 beds. The majority of these were small 
units, with only 10 institutions reporting 
psychiatric wards of over 25 bed capacity. 
The various prisons reported a total of 1,356 
psychiatric beds. Institutions for the crimi- 
nally insane were deleted from this survey 
so this number represents psychiatric beds 
in excess of those provided in separate insti- 
tutions for the criminally insane. 

The quality of psychiatric care given in 
most of the prison psychiatric units is usually 
far below the standards recommended by The 
American Psychiatric Association. Eleven 
of the units with psychiatric wards reported 
that they had no trained civilians looking 
after the patients and that this work was 
done entirely by inmate attendants. Nine- 
teen units reported that they had inmate 
attendants under the supervision of one or 
more trained civilian attendants or nurse 
supervisors. Only 10 units had the entire 
nursing staff composed of civilians. 

Only 31 institutions reported that they 
had psychiatric reference libraries, and 28 
kept diagnostic files on all of their patients 
according to the procedure recommended 
by the committee on nomenclature and sta- 
tistics of The American Psychiatric Asso- 
ciation. 

Each institution was asked how many psy- 
chologists and social workers were employed, 
in an attempt to measure all of the most 
important components of their treatment 
programs. (Tables A and B.) Ninety psy- 
chologists were reported to be working in 
prisons, an average of less than 2 for each 


state in the Union. Eighty-five were re- 
ported for the various state prisons and only 
5 in federal employment, showing a severe 
shortage of this particular professional group 
in the federal system. It is not known 
whether all of these possessed sufficient 
qualifications to correctly use this title. In 
a previous survey of psychologists in prisons 
in 1932(5) there were 60 psychologists 
known to be operating in adult correc- 
tional institutions. Of this group only 39 
were American Psychological Association 
members. 

Ninety-eight social workers were reported 
to be working in the various state adult in- 
stitutions and 66 in the federal prisons. Here 
again it is not known how many of these 
were adequately qualified by training and 
experience to properly use this title. Only 
34 of the 58 adult correctional institutions 
hiring social workers reported that they used 
the “teamwork” type of clinical approach in 
their program. 

Only 8 penal institutions indicated that 
they had electroencephalographic labora- 
tories. A number of other states made fre- 
quent use of the EEG facilities of nearby 
state hospitals. However, the number of 
inmates who would have EEG studies as 
part of their clinical examination would cer- 
tainly be much less in any institution which 
had to send the inmate to another facility 
for such a study. In such cases, these studies 
would undoubtedly be carried out only in 
those situations where the person was 
thought quite definitely to have some sort 
of neurological disorder. 

Eighteen state institutions and one federal 
adult correctional institution reported that 
they were carrying on research projects. The 
paucity of research in the correctional field 
is due to the chronic shortage of trained 
clinical personnel. Most of those employed 
in corrections work have been so busy with 
urgent immediate problems that they have 
had no time whatsoever for research. This 
picture can improve only when more profes- 
sional persons go into corrections work and 
individual caseloads are relieved to the ex- 
tent that not all time is spent in dealing with 
day to day emergencies or routine admin- 
istrative work. 

With the guarantee of anonymity of the 
institution and the reporter, the person com- 
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pleting the questionnaire was asked to indi- 
cate whether there were persistent areas of 
discord with custodial personnel. The ma- 
jority of institutions with psychiatric facili- 
ties answered in the negative. However, the 
following comments were received : 

“The custodial personnel think that working 
around a person and reasoning with those who have 
a mental quirk is pampering them—that the minute 
you say something they should jump and do it— 
it is most difficult to make the older employees see 
that you have to work around that type of person.” 

“Tend to use and want to use psychiatric ward 
as punishment or to handle disciplinary problems 
rather than psychiatric cases.” 

“There are some problems which may be sub- 
sumed under the traditional conflict between phi- 
losophies of punishment and those of treatment.” 

“Security more basic to institution than therapy.” 


An excellent example of the problems en- 
countered when a therapeutic program is 
first started in an institution where custody 
has previously been the main orientation, 
is given in a recent article by Dr. Norman 
Graff(6). In this he writes up his interest- 
ing personal experiences when he began 
working for the first time in a prison hospi- 
tal, and met resistances of this sort. 

A somewhat similar development took 
place in the State Prison of Southern Michi- 
gan, where a psychiatric treatment program 
was generally unknown to the custodial per- 
sonnel prior to 1953. As the program de- 
veloped, more and more custodial officers 
developed some interest and understanding 
of the problem of mental illness in prisoners. 
Now regular training meetings take place 
with representatives of custody sitting in on 
weekly staff meetings in the psychiatric clinic, 
and with members of the psychiatric clinic 
sitting in on some of the meetings held 
by custody for the disposition of inmates’ 
problems. 

The problem is by no means unresolvable. 
In those institutions where there has been 
an inservice training program with frequent 
meetings between psychiatric and custodial 
personnel, these difficulties can be largely 
overcome. Such meetings allow for a com- 
mon understanding of objectives and meth- 
ods and help to break down the misunder- 
standings about psychiatric treatment that 
usually exist in custodial personnel who have 
never previously worked in a therapeutic 
program. 

It is felt by the writer that inservice train- 
ing programs and group discussions are 


essential in overcoming the mistrust of thera- 
peutic techniques where the milieu has previ- 
ously consisted only of confinement and pun- 
ishment. Graff(6) also remarked that he 
felt that the therapeutic program of any 
prison psychiatric unit stands or falls on the 
relationship which develops between the psy- 
chiatrist in charge of the unit and the offi- 
cers who translate his ideas into action. 

The various institutions were questioned 
as to whether there was an organized pro- 
gram for training of other civilian personnel 
in the fundamentals of mental hygiene. Only 
23 institutions reported that they had in- 
cluded this in their inservice training pro- 
gram, and these were generally in the prisons 
with the more adequate psychiatric facilities 
(part-time or full time psychiatrist). 

Many interesting general comments were 
received with the questionnaires. The ma- 
jority of institutions felt a dire need for ad- 
ditional psychiatric facilities as judged from 
the following remarks: 


“We need a full time psychiatrist and social 
worker here and we are trying to get our legislature 
to set up these positions.” 

“At this institution we have no provisions what- 
soever for mentally disturbed inmates. Neither do 
we have the facilities in our hospital for handling 
that type of inmate. In my opinion, it is one of the 
things seriously lacking in this institution. All our 
nurses at this institution are inmates trained by our 
medical staff and are not trained in psychiatric 
work.” 

“We're always short of staff to reach effectively 
all those who need therapy.” 


From one mid-western state well known 
for political domination of its state institu- 
tions: 

“Our trouble is administrative. We have had 6 
superintendents in less than 2 years. Basically the 
evil is political domination and manipulation . . . far 
too much stress is placed on custody and the physi- 
cal plant. We are grossly inadequate with regard to 
professionals and trained personnel.” 

“We have been handicapped by the scarcity of 
psychiatrists in this region and it has been impos- 
sible to get more than the barest minimum of psy- 
chiatric evaluation and consultation on our most 
seriously disturbed cases. The psychiatrist at the 
local guidance center is in town only 2 days a week 
and by necessity must give most of his time to the 
mental hygiene clinic, since that is the job for which 
he is hired. Although we feel fortunate in having 
the facilities of one of our state mental institutions 
in the immediate locality, that institution is under- 
staffed and has only one psychiatrist for the entire 
female population of the hospital. These are the only 
2 psychiatrists in town that can offer us any time 
whatsoever. It is the hope of our State Depart- 
ment of Institutions to be able to hire a psychiatrist 
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who will be able to visit each of the correctional 
institutions in the state for several days out of each 
month. However, this still remains a hope that has 
been as yet unrealized.” 


Certainly part of the difficulty lies in the 
continuing shortage of psychiatrists and the 
inability of some institutions to hire trained 
personnel even when the legislatures have 
made appropriations for such positions. For 
example, 


“At the present time, we have no psychiatrist on 
the staff here at the penitentiary. Certainly, we 
have quite a number of inmates who would be bene- 
fitted by the services of a resident psychiatrist. How- 
ever, up to this time, we have been unable to employ 
one.” 


Although this survey was limited to the 
adult institutions, some of the comments 
from the institutions for juvenile delin- 
quents revealed the problem there to be 
equally pressing : 

“We do not take mental defectives or badly 
disturbed children if we can help it, but the last 
year we have had plenty of them. We would like 
very much, if we have to run an institution for 
mentally ill children, to have a full time psychi- 
atrist. This should be one or the other institution 
—a training school or a mental hospital, but not 
both!” 

“We find that as welfare services in our state 
have increased and more services to children are 
available in the communities where youngsters live, 
there has been a screening process going on whereby 
the milder delinquents that we used to receive are 
not now being committed to the training school— 
because their problems apparently can be success- 
fully handled by the newly developed services in 
the various communities. Although we think this 
is very fine it does present a problem, inasmuch as 
the complexion of our population has changed al- 
most entirely in terms of the severity of problems 
presented by boys as they enrolled. We feel that 
we are now receiving boys who present emotional 
and mental abnormalities in large numbers, to the 
extent that these abnormalities are socially dis- 
abling. We also receive some children who are 
psychotic, others who might be termed pre-psy- 
chotic, and we do not feel that a training program 
alone can meet the needs of the youngsters we are 
called up to care for. Hence our decision to seek 
a psychiatric unit and to add all the auxiliary serv- 
ices usually required.” 


SUMMARY 


On the basis of this survey in 1954, only 
43 psychiatrists were working full-time and 
39 part-time in the 167 prisons and reforma- 
tories of the United States and possessions. 
In addition to this small group, there were 
51 working in a consultant capacity. How- 


ever, some of these rendered only token 
services to the prisons by making visits less 
frequently than once a month. Twenty-four 
states plus the Territory of Hawaii had no 
psychiatric facilities in their prisons, or else 
had no services except for occasional visits 
by psychiatric consultants. 

It is obvious that the psychiatric study of 
the criminal offender is still a largely neg- 
lected field. Despite the increasing recogni- 
tion that many repetitive offenders are men- 
tally ill and that criminal behavior stems 
from unconscious conflicts, very few crimi- 
nals actually receive thorough psychiatric 
study or treatment. The level of care ren- 
dered to the mentally ill person in the prisons 
of many states is still at no higher a level 
than was common in the average asylum of 
100 years ago. From the humanitarian 
standpoint alone, the level of care provided 
to the mentally ill in prison should be made 
to approximate that given in the average 
state hospital. There is no less a need for 
additional research in this field, inasmuch as 
the average state now has to allow as much 
in its budget for the care of criminal offend- 
ers as for the maintenance of its mental insti- 
tutions. 

Settle(7) feels that the best way to better 
treatment for the abnormal offender is 
through the expansion of psychiatric services 
in the correctional system rather than 
through changing concepts of criminal re- 
sponsibiilty. This is the most that can be 
hoped for at present, since it will certainly 
be some time before there is any widespread 
change in the concept of criminal responsi- 
bility which would‘ permit a sizeable propor- 
tion of such offenders to be screened out in 
the courts and sent to hospitals for psychi- 
atric treatment(7, 8). 
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OBSERVATIONS ON THE THERAPEUTIC ASPECTS OF 
ADMINISTRATION IN PUBLIC MENTAL 
HOSPITALS * 


WALTER E. BARTON, M.D.? 


CHARTING A COURSE 


How can time possibly be found in a state 
mental hospital for psychotherapy? There 
are so many patients to be cared for that it 
is difficult to find time even for essentials ; 
an hour spent with a single patient is a luxury 
seldom possible. The urgency of demands 
for service is indeed very great. The admis- 
sion of patients, their examination and 
work-up, the development of a treatment 
plan, diagnostic and service staff meetings 
are all very time consuming as is the actual 
application of such treatment as electric 
shock, insulin, etc. Ward rounds also are 
time consuming, especially if there are few 
doctors and many wards and patients. There 
are assignments to be made of patients to 
activities, permissions to be granted, and a 
hundred and one administrative tasks to per- 
form. Visitors and relatives also demand to 
be seen. There just isn’t enough time in 
the day. 

There is time for what is really important. 
But what is important? For some, the ap- 
pearance of wards will be; for others, the 
nursing care given to patients; and perhaps 
for still others, the amount and extent of 
therapy that can be given. All are important, 
of course, but if a choice must be made 
within available resources, perhaps therapy 
deserves the greatest emphasis. It is certain 
that what the administrator feels is impor- 
tant will influence those about him and help 
certain things to get done. If therapy is a 
major goal of the administrator this will be 
known. If he regards psychotherapy as an 
extravagent waste of time, impossible in the 
setting of a state mental hospital, it will not 
be done. 


1 Read at the 113th annual meeting of The Ameri- 
can Psychiatric Association, Chicago, Ill, May 13- 
17, 1957. 

2 Superintendent, Boston State Hospital, Boston, 
Mass. 
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GETTING PEOPLE TO WORK TOGETHER 


There are many different forms of hospi- 
tal organization and different ways in which 
administrators get policy into action. For 
example: having decided that it was a good 
idea to have “psychotherapy,” the admin- 
istrator might issue an order that all doctors 
will spend an hour a day with a patient in 
individual therapy and an hour a day with 
several patients in group therapy. A better 
approach would be for the administrator to 
explore together with physicians their con- 
victions as to the relative importance of psy- 
chotherapy in the treatment of the psychotic 
patient. A demonstration project might be 
set up utilizing those doctors who are most 
sympathetic to the point of view selected 
for the demonstration. Progress of the pa- 
tients in therapy should be “fed back” to 
the group and encouragement given to others 
to share in the work. Provision should be 
made for supervision and guidance of the 
psychotherapists by more experienced men. 

The administrator need not retain active 
direction of the project. This can be dele- 
gated to the clinical director or to qualified 
chiefs-of-service. It is important when dele- 
gating responsibility that the necessary au- 
thority be given to accomplish the objectives. 
Over-ruling and under-cutting are extreme 
hazards and may nullify any program. The 
administrator must be very careful to resist 
the temptation to make decisions that should 
properly belong to others. His support of 
those who carry the responsibility is an abso- 
lute requirement. 

Let us consider a few examples of stress: 
a patient in psychotherapy may become de- 
structive. An order might be issued to re- 
strain the patient, or the administrator might 
rather express his concern over the patient’s 
disturbance to the administrative physician 
and let him in turn discuss it with the pa- 
tient’s therapist as a reality problem to be 
dealt with in therapy. Electric shock, chemo- 
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therapy or deprivation of privileges may be 
employed when crises occur. Demands that 
they be used in place of psychotherapy, or 
in addition to it, may make the therapist be- 
lieve the administration actually does not 
trust psychotherapy or believe in it. 
Sometimes, however, authority can be a 
useful tool in the treatment process. A pa- 
tient may often be helped by setting limits 
that clearly show that his behavior and con- 
duct are socially unacceptable or that cer- 
tain things must be done in the hospital 
setting for the well being of the whole group. 


PRESSURE FOR CERTAIN TREATMENTS 


Today, nearly everyone is interested in 
psychiatry. The mass media contain many 
references to the treatment of mental ill- 
ness. Popular magazines and women’s jour- 
nals tell of successful treatment of mental 
disorders. People as a consequence, demand 
that their relative have the kind of treatment 
they have read about. 

Usually the treatments extolled are those 
somatic therapies that express the elusive 
hope that a brain operation may cut out men- 
tal illness or a pill may give courage to meet 
stress and overcome frustrations. Further- 
more, relatives see John Doe recover from 
shock treatment. They request, with a great 
deal of pressure, that their relative also have 
it. Psychotherapy, oftentimes, is disregarded 
as effective treatment because “talk doesn’t 
count.” It is not uncommon for the patient 
and the relative to feel that “nothing is being 
done for him” when only an hour a day is 
spent in “conversation.” 

Patients in psychotherapy may experience 
an increase of anxiety or may express their 
hostility, not only to the therapist but also 
to relatives. When a patient has been quiet, 
regressed and chronically ill, this may prove 
alarming to the family. They beg that psy- 
chotherapy be stopped because “it is making 
him worse.” Oftentimes, dissatisfied with 
the explanation of the physician, they may 
go directly to politicians or to the Depart- 
ment of Mental Health and demand that the 
patient be transferred or be left peacefully 
alone. Doctors make a mistake, however, in 
interpreting inquiries on the part of poli- 
ticians or mental health authorities as being 


critical of the treatment or demanding 
change. Usually the governmental official 
wants a prompt, clearly stated answer that 
he can understand and believe, that will sat- 
isfy the constituent who is putting pressure 
on him. Almost always, service to the pub- 
lic official, promptly given by the doctor, will 
gain an ally that will support rather than 
hinder his work. It is important for the ad- 
ministrator to permit the physician to direct 
the medical treatment of his patient and to 
give him the needed support. 

One of the functions of the administrator 
is that of facilitation. He must remove the 
“road blocks” and frustrations that interfere 
with getting a job done and do everything 
possible to make it easier for the therapists 
to function comfortably at their work. 

Resistance to psychotherapy sometimes 
develops within doctors themselves. Sitting 
in intimate daily contact with psychotic pa- 
tients may arouse their own anxiety. Pro- 
tests against the pressure of paper work, or 
being tied to a desk by administrative de- 
tails, may often be the projected expression 
of a desire to escape the anxiety evoking 
therapy hour. The administrator, being 
aware of this, can encourage a realistic ap- 
proach toward working through problems 
with the supervisor of psychotherapy. Com- 
petent supervision is most important for 
those who are doing intensive therapy. 

The personality of the one in authority 
influences the organization as much as does 
his interest. It determines the way in which 
the administrator functions and how he 
meets his own needs. He has many roles 
to play: clinical psychiatrist, consultant, 
leader in the hospital and in the community, 
husband and father. In the hospital he 
listens to a department head bemoan the 
fact that a cook has been caught walking 
out with a ham, or to a relative complain- 
ing about a patient’s lost glasses. He reads 
a doctor’s memo about a patient who re- 
marked in group therapy that an aide abused 
him or reads a report from the chief nurse 
that some man was in the nurses’ quarters 
after hours. While he is doing this, he has 
answered a telephone request to authorize 
the retention in the hospital of a patient 
from out of district or a request to speak 
to a volunteer group. While he talks on the 
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phone he signs the mountain of correspond- 
ence, reports, and forms, and after stuffing 
all letters, over one page long, in his brief 
case along with reports and journals, he runs 
the gauntlet of “corrider conference” re- 
quests. 

Executives in industry have found the psy- 
chiatrist may meet his need for help with per- 
sonal problems or for the opportunity to 
clarify business problems. The “lonely” ex- 
ecutive has no one to whom he can ventilate 
his problems. The mental hospital adminis- 
trator could well “take some of his own 
medicine.” It may help to consult with a 
psychiatrist in the community, (who is not a 
member of the staff) about his own prob- 
lems. What he expects from life, what share 
of it shall be his family’s, and what accepta- 
ble ways he may need to release tension 
are legitimate areas for help. Greater use 
could also be made of consultants who are 
experts in the various fields of administra- 
tion. 

There is an obligation upon the therapist 
for an evaluation of the results of his inten- 
sive work with the psychotic patient. Does 
psychotherapy do any real good? The thera- 
pist may be the only one who believes the 
patient has changed for the better. It may 
be helpful to learn what others think, by 
eliciting the opinions of ward personnel and 
patients through interviews or questionnaires. 
A rating may serve to objectify change. It 
is interesting that when psychotherapy is 
one of the basic instruments of treatment, 
the patient often feels that he knows his 
doctor, that there is someone who cares, 
someone who has patience enough to be with 
him day after day. He frequently leaves the 
hospital with a very warm feeling that some- 
thing has been done for him. 

Clinical reports, careful research analysis, 
or administrative measures to determine the 
number of patients who have gone to better 
wards, who have been occupied in activity 
programs, or have become less destructive, 
or left the hospital and gone into the com- 
munity, may be of value in making a deter- 
mination whether or not a particular kind 
of treatment is helpful. The administrator 
can encourage such evaluations in medical 
departments, just as in the business depart- 
ments. It is always well to make a medical 


audit(1) to see if one is using one’s re- 
sources to the maximum benefit of all con- 
cerned. Evaluation of results may lead to 
the wisest use of limited resources, and there 
is nothing more limited than the physician’s 
time. 


ADMINISTRATIVE ORGANIZATION FOR EFFEC- 
TIVE FUNCTIONING 


In using the analogy of psychotherapy as 
an expression of administrative philosophy, 
we have tried to show that this becomes a 
determinant of administrative policy. Ef- 
fective functioning of an administrative or- 
ganization depends on more than articulate 
policy. It depends on the interrelationships 
within the determined program between per- 
sonnel needed and available and the neces- 
sary financial support to supply the needed 
tools and facilities. 

Any program begins with clearly defined 
objectives that are the expression of the ad- 
ministrator’s purpose. The good mental hos- 
pital is the one whose purposes clearly give 
priority to therapy and rehabilitation of pa- 
tients, and have as associated goals, the 
training of all personnel. The good mental 
hospital will also encourage research inter- 
ests. Not many mental hospitals, as they are 
presently staffed, will be able to undertake 
elaborate scientific studies, but most will be 
able to do clinical investigations and evalua- 
tions of services. 

The planning for an administrative pro- 
gram is best explored in a “grass roots” con- 
ference involving the action personnel. This 
is far more time consuming than the promul- 
gation of a prepared plan. When suggestions 
for solutions of problems come from the 
group affected and when that group shares 
in the development of the plan and the policy, 
there is more willingness to work construc- 
tively toward the goal. It is helpful, there- 
fore, to organize a working committee of 
representatives of the particular group af- 
fected by any procedure. It is disturbing to 
morale to invite workers to conferences 
where it is evident that their ideas and 
thoughts are not heeded or wanted. Their 
suggestions are solicited, listened to, and 
distilled into a plan submitted to department 
heads or to an executive council. After dis- 
cussion at this level, the amended plan is 
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again circulated as a policy draft to see if 
statements made represent what participants 
thought they said. When it meets the ap- 
proval of the majority of the action persons, 
it is published as policy. This does not end 
the procedure, for at this point careful fol- 
low-up is required to translate paper plans 
into patterns of behavior and into an admin- 
istrative program. 

Any plan made must be studied for its 
effectiveness in operation. This may be done 
in a number of ways. The leader may visit 
and talk to patients and employees, manifest- 
ing an interest in their problems and invite 
their suggestions for improvement of opera- 
tion or criticism of the procedure as pres- 
ently carried out. It is possible also to sam- 
ple its effectiveness through the construc- 
tion of some measuring device, a time study, 
the number of man-hours it takes to do the 
job, the use of a questionnaire, the study of 
its functioning by a sociologist, or by the 
securing of the opinion of a group affected 
by the program. 


LONG RANGE PLANNING 


Planning begins with the simple assess- 
ment of how the job can best be done with 
the means at hand. The study of the prob- 
lem includes an analysis of possible solu- 
tions and their consequences. Next, one de- 
termines what is most needed to do the job 
better, and lastly how the job could best be 
done if all needs were met and resources 
supplied. For new and radical approaches, 
it may be well to assemble a “board of dream- 
ers” and encourage them to speak freely of 
even their “wildest” solutions. Some of the 
long range plans that have emerged demon- 
strate how administrative planning can ac- 
tively affect the therapeutic program. 

1. It is suggested that an attempt be 
made to expand the family doctor’s knowl- 
edge of psychiatry and competence in deal- 
ing with psychiatric disorders so that he may 
be able to abort crises and give the patient 
enough support to manage his own problems. 

2. The Boston State Hospital will explore 
the feasibility of a home-care plan for pa- 
tients with an acute psychiatric illness. It 
has been learned that a certain proportion 
of admissions are referred from home when 
a critical point is reached in the relationships 


between members of the family. Perhaps a 
psychiatrist and a social worker going to that 
home can give sufficient supportive services 
to maintain the patient. 

3. Outpatient and aftercare clinics can be 
expanded to meet needs only if there are 
more therapists available. Perhaps it will be 
possible to utilize time of staff physicians 
more in this part of the program, if home 
care plans and other preventive programs re- 
duce admission pressure somewhat. Part 
time physicians can also be of service at this 
point to increase outpatient resources. 

4. Intensive treatment for those requiring 
inpatient care can be given more promptly. 
There is often a period of observation and 
delay in the application of individual treat- 
ment. Every new patient requires immediate 
intensive study and symptomatic treatment to 
relieve suffering and potential disturbance. It 
is felt highly desirable also to involve the 
family as early as possible after the patient 
is admitted. Perhaps it would be helpful to 
invite the family to participate in the active 
care of the patient on the ward so that they 
may learn from association with other rela- 
tives and with staff what actually goes on 
within the hospital setting. Instead of bridg- 
ing the gap between the hospital and the 
community, an attempt is thus made to keep 
the gap from occurring. 

5. Patients can share more in the responsi- 
bility for their own treatment and can plan 
their own participation in the program. 
There has been an active interest in the de- 
velopment of patient government, of patient 
groups, and of patient committees that give 
them a voice in planning. 

6. The staff also needs an opportunity to 
form close interpersonal relationships with 
a few patients. If small groups of patients 
have close contact with staff, there is often 
open expression of hostility, seductive be- 
havior, or anxiety. Close contact brings 
problems to the surface where they can be 
more effectively dealt with. This requires 
more support of action personnel by experi- 
enced supervisors in order to deal with the 
therapists’ personal anxieties(2). 

One project of this type at the Boston 
State Hospital is known locally as “The For- 
ward Look.” Formerly when patients had 
become quiet and cooperative, they were 
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given responsibility for self care; one at- 
tendant was available on one shift of the day 
for 100 patients in an open building. How- 
ever, it was learned at the critical point of 
convalescent status the patient needs more 
active staff support to continue the forward 
movement toward return to the community. 
Ten patient groups of 10 each were formed 
with an aide, nurse, or other staff person des- 
ignated as the group leader, who met with the 
group regularly at least once a week. The 
releases from the ward doubled as a result. 
It was necessary also to provide a group 
leaders’ meeting in order that support could 
be given to the aids and nurses working 
closely with patients. 

7. Early release of patients is facilitated 
after a chronic mental illness through the 
provision of support during the period of 
transition from hospital to community. 
Sometimes the night plan is effective. The 
patient goes to work during the daytime and 
returns to the hospital at night. Oftentimes 
the patient may be ready to work in the com- 
munity long before he can face the prospect 
of living in stressful home situation sur- 
charged with the emotions of unresolved 
conflict; or he may be without resources. 
To abandon him to a lonely room would be 
the worst possible therapy. A_ halfway 
house, a family care home, or a “day hospi- 
tal” plan may be the solution. 

8. At some point in the development of 
the patient’s treatment, vocational guidance 
plays an important role as he begins to think 
about the actual work he will undertake. At 
this point, hospital industrial placements 
often fail to actually prepare patients for 
work in the community. Intensive job train- 
ing may be needed to develop work habits 


at a level acceptable in the community. His 
habits of personal cleanliness become a con- 
cern as does his punctuality in reporting for 
work. Steadiness and dependability are 
needed and the capacity to work a full 8- 
hour day. In the atmosphere of support 
within the group, and with good supervision, 
the patient is able to accept constructive 
criticism more readily, and to dare to try 
out new patterns of behavior which he learns 
through repetition. 

g. After the patient returns to the commu- 
nity there is need for follow-up supervision. 
The mental hospital doesn't deal only with 
the needs of its patients but also with the 
attitudes of family and of employers and 
other problems of adjustment in the com- 
munity. The support of the social worker 
or his therapist, or of his group in therapy, 
or of a patient social club may be needed 
to give him confidence to meet these daily 
problems. 

Any administrator who lives in the climate 
of planning with the responsibility for carry- 
ing out any program must look to the future 
and anticipate changing needs. Into his plan- 
ning folder go ideas that later become crys- 
tallized into administrative decisions that will 
influence therapy. Administrative philosophy 
becomes translated into programs of treat- 
ment and human relationships are stimu- 
lated toward the achievement of the com- 
mon goal of better patient care. 


BIBLIOGRAPHY 


1. Lee Sewall, M. D. and Henry Davidson, M. D. 
Am, J. Psychiat., 113: Aug. 1956. 

2. William Lundin, Ph.D. Report of progress 
covering action research on high personal contact at 
Chicago State Hospital. 


x. 
= 
© 
18 
7 


CONTRIBUTIONS OF SOCIAL SCIENCE TO THE ADMINISTRATIVE 
PROCESS IN THE MENTAL HOSPITAL ' 


MORRIS S. SCHWARTZ, Pu. D.? 


In order to establish the context for my 
remarks about the contributions a social 
scientist can make to the administrative proc- 
ess in, or to the administrator of, a mental 
hospital, I would like to start with a brief 
definition of administration and with an ex- 
position of an assumption. 

When I use the term “administrative proc- 
ess” I mean simply the process of exercising 
authority, making decisions and putting into 
effect the decisions made in order to achieve 
a desired goal. In a mental hospital the 
stated and hoped for goal of the administra- 
tive process is the immediate or ultimate 
elimination or diminution of the patient’s 
mental illness or the improvement of his 
mental health. In discussing the contribu- 
tions of social science to this process, my 
remarks will be oriented toward indicating 
the ways in which social science might in- 
crease the therapeutic effectiveness of the 
administrative process, or diminish its un- 
therapeutic effects. 

There is an assumption behind the thesis 
that administrative processes can have im- 
portant therapeutic and untherapeutic ef- 
fects on patients. Let me make this assump- 
tion explicit. I am assuming that for a 
large majority of patients in mental hospi- 
tals, the social environment of which they 
are a part will play an important, sometimes 
crucial role in alleviating or improving their 
mental illness or in reinforcing or worsening 
it. The administrative process is part of 
this social environment and helps create the 
atmosphere in which the patient lives. Thus 
it affects and influences staff and patients 
and will have therapeutic, neutral, or un- 
therapeutic consequences for the patient 
population. 

I am maintaining that administration in 
the mental hospital is not only a process that 


1 Read at the 113th annual meeting of The Ameri- 
can Psychiatric Association, Chicago, Ill, May 

2 Address: 808 Memorial Drive, Cambridge 39, 
Mass. 


requires clinical psychiatric skills, but that 
it is also a process that requires social science 
skills. If the mental hospital administrator 
is to facilitate optimal therapeutic care for 
patients, he will have to use, directly or in- 
directly, the concepts, knowledge, and meth- 
ods of the social sciences. 

In what ways then can a social scientist 
contribute to the administrative process in 
the mental hospital so as to increase its 
therapeutic effectiveness ? 

In general, the social scientist can provide 
a frame of reference within which to ana- 
lyze, interpret, and evaluate administrative 
action; and he can provide a mode of pro- 
cedure with which to observe and trace the 
consequences of such action. In this paper, 
I will elaborate 3 areas in which the social 
scientist can make his specific contribution. 
First, I will indicate the kinds of perspec- 
tives he can bring to bear on the formal 
structure of the mental hospital. I will next 
concern myself with how he might go about 
analyzing the informal social interaction in 
the hospital. Finally, I will indicate how the 
method of participant observation can be 
used in evaluating the effects of the insti- 
tutional structure and processes on patient 
welfare. 

Let me start with the formal aspects of 
the hospital, that is, with the way in which 
the institution is organized internally, and 
with its image in, and relations to, the so- 
ciety in general. On the most general level, 
we might ask: what function does this insti- 
tution serve for the society and how is it 
related to the community; what kind of a 
social system is it; that is, what patterns, 
orientations, norms and values most regu- 
larly characterize it; what are its sub- 
parts and how do they interlock and fit to- 
gether? We can then go on to ask whether 
this social organization as it is presently 
constituted actually functions to achieve the 
ends it has set for itself. For example, we 
might ask if a large scale social organiza- 
tion with its attendant administrative ma- 
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chinery, its complex division of labor, its 
specialization in task performance and its 
isolation from the community is an appropri- 
ate kind of institution within which to treat 
the mentally ill(1). If one assumes that 
emotionally sick people need highly indi- 
vidualized and personalized care and treat- 
ment, we can then try to delineate ways in 
which a large state hospital, as a social sys- 
tem, is capable of fulfilling this goal ; or, one 
can ask, how such a hospital might be re- 
organized so as to more closely approximate 
the goal of maximizing its therapeutic ef- 
fects. One advantage of approaching the 
hospital as a total system, and seeing it as 
an institution embedded in the community 
and society, and in terms of its own internal 
structure and dynamics, is that an admin- 
istrator can make an important distinction 
among the problems, difficulties and unthera- 
peutic processes and structures that confront 
him. He might be able to distinguish be- 
tween untherapeutic processes which stem 
primarily from societal limitations placed 
upon him and the hospital, those difficul- 
ties that are intrinsic to the form and social 
organization of the institution as a whole, 
and those problems that arise primarily be- 
cause of the ways sub-parts of the institu- 
tion are structured, operate, and are related. 
Having made this kind of differentiation the 
administrator may be in a better position to 
realistically assess: 1. the relative control he 
has over the various aspects of hospital 
functioning, 2. the limitations that restrict 
his power to make and effectuate his deci- 
sions, 3. the possibilities of introducing suc- 
cessful change into those areas he thinks 
need to be changed. 

Another way in which a social scientist 
can contribute to the understanding of the 
formal structure of the mental hospital is 
by focusing on its goals and purposes(2). 
The mental hospital like any other complex 
organization may pursue a variety of goals. 
By his analysis, the social scientist might 
distinguish those goals that are manifest, are 
made explicit, or are verbalized as primary, 
from those goals that are latent, thought to 
be secondary or enter into the scene un- 
recognized. 

For example, the goal of the mental hos- 
pital is ordinarily stated as the cure or im- 


provement of the patient. This goal is even 
implicit in the term “hospital.” Rarely is 
the goal of the hospital stated to be the stor- 
age of people who do not abide by our con- 
ventional standards, or to be a place of ter- 
minal maintenance for persons who are too 
old to care for themselves. Identifying and 
clarifying the variety of goals that actually 
are being pursued might help the administra- 
tor to be more realistic about his institution 
and the reasons for its moving in seemingly 
divergent directions. 

After identifying some of the different 
purposes a mental hospital is pursuing, the 
social scientist might indicate the incom- 
patibility between or conflict in, values. For 
example, there may be a conflict between 
the needs of the staff and the needs of pa- 
tients. Thus, patients may be prevented 
from using their rooms during the day be- 
cause it is more convenient for the staff to 
have patients in full view. Or locking the 
patient up tight in order to zealously protect 
society from him, may be incompatible with 
helping him to believe that you trust him and 
are interested in his welfare. Or organizing 
the patient’s life via routines, orders, and 
procedures, and regulating his waking and 
sleeping hours in order to keep the hospital 
running efficiently, may be incompatible with 
giving him the responsibility and opportunity 
to develop his self-reliance and independence. 
Recognizing such incompatibilities should 
help the administrator recognize some of the 
reasons for his indecision and keep him from 
being torn in different directions. It might 
also help him recognize the necessity for 
developing a hierarchy of values, and for 
distinguishing and seeing the relations be- 
tween long-range and immediate ends. 

The social scientist can also contribute to 
the clarification of the relation between 
means and ends. For example, the means 
used to distribute patients throughout the 
hospital, by putting patients together who 
are like each other, i.e., housing excited 
combative patients, or depressed suicidal pa- 
tients together, may only result in frustrat- 
ing the end of helping these patients reduce 
or eliminate this unacceptable behavior. 

Another way in which the social scientist 
can contribute to an understanding of the 
effect of the formal organization on patient 
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welfare is by focusing on the division of 
labor in the hospital, and the way in which 
roles are defined and stratified, i.e., how 
people with different jobs have different 
amounts of prestige and power and accumu- 
late differing rewards because of their po- 
sition in the hospital. This focus might 
lead to an evaluation of the intended and 
unintended consequences of the division of 
labor. For example, it might be important 
to ask whether the ways in which mental 
hospital personnel are arranged in hierarchi- 
cal relations to each other, namely the doc- 
tor on top, the nurse below him, and the at- 
tendant below her, contributes in part to 
social distance between staff members and to 
poor communication between them. We then 
need to ask if this in turn contributes to 
avoidance of patients by staff and to poor 
communication between patients and staff. 
Such restraint in social relations and inade- 
quate communication among staff might 
make it difficult for the administrator to get 
the kinds of information he needs to make 
appropriate decisions. Another problem is 
whether a subordinate, subject to the orders 
of many superiors, for example an aide 
who takes orders from the doctor, the nurse 
supervisor, and the charge nurse, may be- 
come recurrently confused because of his 
being subordinate to multiple authorities, and 
as a consequence contribute to the confusion 
of patients(3). If the various roles are struc- 
tured so that they encourage or facilitate 
resentment and lack of satisfaction among 
the lower echelon personnel, it will be diffi- 
cult, if not impossible, for them to provide 
patients with the kinds of satisfactions they 
need in order to improve. If the administra- 
tor recognizes the importance of the ways in 
which roles are defined, how they are related 
to one another and the consequences of such 
definitions and relationships, he might con- 
cern himself with re-defining roles or re- 
structuring hierarchical relations. If, how- 
ever, he takes these for granted and doesn’t 
conceive of the possibility of changing them, 
the very persistance of these roles in their 
present form might make it impossible for 
him to achieve certain ends. 

Finally, in analyzing the formal structure, 
the social scientist might turn his attention 
to the assumptions upon which it is based 


and upon which the administrator proceeds. 
Administrative action is not only a function 
of the seeming demands of an immediate 
situation, but is also determined in part by 
the assumptions the administrator is making, 
the philosophy of treatment he holds, the 
traditions and ideologies by which he is 
bound, the theories of human behavior in 
which he believes, and the norms and values 
that guide his activities. Usually these de- 
termining conditions, especially one’s as- 
sumptions, are implicit and taken for 
granted. The function of a social scientist 
might be to make them explicit, to see how 
they are structured into the institution, and 
what their consequences are in concrete ac- 
tion. Let me illustrate. If the administrator 
assumes that mental illness is essentially like 
physical illness and that the general hospital 
should be the model for the mental hospital, 
he will undertake different acts and make 
different decisions from those he would make 
if he assumed that mental illness is essen- 
tially a psycho-social disability and that 
treatment should be patterned on the model 
of the family. Similarly, if an administrator 
assumes that schizophrenic patients cannot 
be expected to recover, he will make deci- 
sions different from those he would make 
if he assumed it is a reversible process. 

In addition to analyzing the formal struc- 
ture of the mental hospital the social scien- 
tist can contribute to the administrative proc- 
ess by uncovering the different kinds of 
patterning the informal structure assumes 
and by evaluating the consequences of such 
patterning for patient welfare(4, 5). For 
example, he might investigate the emergence 
and disappearance of collective disturbances 
in the hospital(6, 7) ; or he might focus on 
the ways in which low morale becomes 
structured, how it is maintained in the in- 
formal organization, and what the processes 
are that help to raise it(8). Perhaps more 
important are the kinds of equilibria that be- 
come stabilized in the interaction between 
staff and patients. There are some types of 
informal patterns that become stabilized that 
tend to perpetuate the patient’s “sick” be- 
havior. For example, a patient’s inconti- 
nence or his demanding behavior may be 
elicited and perpetuated by the kinds of 
responses he receives from staff, and by the 
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ways in which their interpersonal relations 
are patterned(9, 10). Careful analysis of 
the ways such informal processes arise, the 
stages through which they pass, the forms 
they take, and the ways in which they dis- 
appear may be of considerable use to the 
administrator in helping him evaluate how 
these informal processes might be aborted, 
used, or re-directed for therapeutic ends. 
Finally, the social scientist could help the 
administrator by providing a procedure for 
gathering information and data he needs in 
order to make appropriate decisions. Through 
the use of participant observation, interview- 
ing, questionnaires and conference discus- 
sions, the social scientist can systematically 
observe and record the formal and informal 
structures and processes in the mental hos- 
pital. He can then provide the administrator 
with a careful, detailed and intimate study of 
the institutional processes about which he has 
to make decisions. On the basis of this 
detailed information and analysis, the ad- 
ministrator might be in a better position to 
delineate the vulnerable points at which to 
intervene, to time his decisions more ap- 
propriately, and to work out a form and 
structure for the process of intervention it- 
self which might have an increased proba- 
bility of achieving the therapeutic ends he is 
seeking. When the administrator does in- 
tervene, the social scientist can observe how 
the intervention is instituted, and evaluate 
its effect on the social structure and on the 
patient’s welfare. He can bring these evalua- 
tions to the administrator’s attention with 
whatever suggestions he might have for fu- 
ture interventions. Thus, through continuing 
observation and feed-back, the social scien- 
tist can provide current, on-going and perti- 
nent information to the administrator that 
will keep him au courant with the social 
processes about which he is making decisions. 
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DISCUSSION 


Marvin L. Aptanp, M.D. (Rockville, Md.).— 
Because there is sufficient truth in all the concepts 
that Dr. Schwartz has presented, I was tempted to 
confine my discussion to a brief sentence extolling 
the neat and concise manner in which the author 
presented the potential contributions of social sci- 
ence and of a well trained sociologist to the prob- 
lems of a mental hospital administrator. I found I 
could not confine my contribution to that approba- 
tion because Dr. Schwartz’s thoughts provoked a 
number of most disquieting rumblings. 

First I found myself becoming angry with my- 
self and my colleagues who are doing institutional 
work. Those psychiatrists who devote to hospital 
psychiatry more than the 3 resident training years 
required for Board examinations soon become part 
of a broad and respectable history. There are few 
books on how to run a mental hospital. The phi- 
losophy, the traditions, the knowledge of the prob- 
lems and the patience to meet those problems, have 
been passed from colleague to colleague, almost in 
a master to apprentice fashion, over a space of 
many generations. And now, almost all of a sudden 
like, we seem to stare around us stupidly, unknow- 
ingly, clutching at every closely or remotely allied 
discipline to give us the answers, to show us our 
blunders, to explain our motivation and behavior. 
What does this semi-paralysis of cerebral function 
indicate? But before I answer let me go on with 
another general area of rumbling. 

This second area is that of my feeling that per- 
haps many of the sociologists (and other allied dis- 
ciplines) who come to be a working part of a men- 
tal hospital, do so with the attitude of having to 
change what is going on. Now mind you, I’m all 
in favor of changing a lot of things that do or 
don’t go on. But when I make this change I want 
it to be based on my experience and understanding 
of the life and function of a mental hospital. Now 
if the sociologist wants to tell me about his impres- 
sions of his observations from his particular point 
of view, that’s fine. I don’t find myself intrigued 
by his observations when they are presented from 
my psychiatric point of view. Now I’m not saying 
that this is what Dr. Schwartz was trying to do. I 
am saying that this may constitute one of the dan- 
gers in the relationship and to avoid the harm of 
this danger, we must recognize its presence. 

Now the last major area of rumbling inside of 
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myself was a feeling that if I knew all that Dr. 
Schwartz was saying about what a sociologist could 
contribute to my understanding, I'd pull up stakes 
and go back into general practice. If all the frills 
of the evening dress of the formal structure were 
clearly delineated, if all the dirty linen of the in- 
formal structure was exposed, if all the strivings 
and problems of roles and status were in focus, 
then the hospital wouldn’t be worth a damn—it 
would have no personality, it would be dead. You 
can’t reduce the behavior of people to a concept of 
“role playing.” You can’t put the strivings, hurts 


and needs of people into words such as status and 
power. For me that’s too mechanical. I don’t want 
that much analysis. 

Well, what does this all mean? To me it means 
that whatever one’s relationship to a mental hospi- 
tal is, it is difficult. Just as difficult as being a 
part of any community. And when we get anxious, 
we start scurrying around to get the efficiency ex- 
perts to help us with time and motion studies. What 
we forget is that part of being human is knowing 
that there is anxiety, and that there are things we 
don’t know. 
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HEALTH INSURANCE AND PSYCHIATRIC COVERAGE 
COMPILED BY HENRY A. DAVIDSON, M.D. 


A symposium on health insurance and psy- 
chiatric coverage featured one of the May 14 
sections of The American Psychiatric Asso- 
ciation’s 1957 Annual meeting. The speakers 
were: 

1. Mrs. Edith Alt, Consultant on Com- 
munity Resources, to the Health Insurance 
Plan of Greater New York. Mrs. Alt spoke 
on Consumer Need for Insurance Protection 
for Psychiatric Care. 

2. Louis S. Reed, Ph. D., Health Econ- 
omist, U.S. Public Health Service. Dr. 
Reed spoke on the present practices of health 
insurance plans with reference to psychiatric 
illness. 

3. Mr. Harry Becker, Staff of New York 
Blue Cross. Mr. Becker’s topic was “Psy- 
chiatric Services under Labor-Management 
Health Protection Programs.” 

4. Mr. John R. Mannix, Executive Vice- 
President, Cleveland Hospital Service. Mr. 
Mannix discussed Cleveland’s experience 
with psychiatric coverage under Blue Cross. 

5. Mr. Albert V. Whitehall, Associate Di- 
rector for Health Insurance, Life Insurance 
Association of America. Mr. Mannix spoke 
on “The Problem of Broad Coverage.” 

These five papers are abstracted below. 


Mrs. Att 


Mrs. Alt suggested that the challenge of 
providing ambulatory psychiatric care for 
low and middle income groups may well head 
the list of today’s unresolved health prob- 
lems. The range of “psychiatric” problems 
is as broad as life itself. Marriage counsel- 
ling, vocational guidance, trouble in reading, 
juvenile delinquency, these all might be con- 
sidered appropriate for psychiatric referral. 
However, as a practical matter, it seems best 
to limit the phrase “psychiatric need” to 
“illness” in the clinical sense. Any system- 
atic method that will bring to consumers the 
kind of treatment required is bound to have 
a profound effect upon the practice of psy- 
chiatry and contribute to a more productive 
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use of so valuable a service. Mrs. Alt re- 
ferred to experience with the Health Insur- 
ance Plan of New York. This provides psy- 
chiatric consultation service. The subscriber 
has the benefit, without any financial barrier, 
of early detection and diagnosis. However, 
the Plan does not include psychiatric treat- 
ment. 

Among Plan subscribers, 90% of the heads 
of families have incomes of less than $7500 
a year and 90% of the unmarried subscrib- 
ers have incomes of under $5000 a year. The 
patients who have been given psychiatric 
diagnoses here include some really sick peo- 
ple who are still ambulatory. Psychiatrists, 
whether in clinic or in private offices, say 
that these people are unrewarding to work 
with, Other problem cases are: seniles who 
need supportive care ; persons of all ages who 
require immediate attention to meet emo- 
tional crises; a group who, with intensive 
treatment, could actually avoid hospitaliza- 
tion; some whose emotional needs are inter- 
woven with medical problems (including sub- 
scribers with amputations, allergies, peptic 
ulcers and heart disease) who need inte- 
grated treatment and other people whose 
ability to function is so impaired that they 
need psychiatric attention to attain self- 
sustaining levels of living. 

Failure to provide psychiatric treatment 
reinforces the idea that there is something 
special or different about emotional illness. 
The exclusion serves to stigmatize mental 
illness. Other physicians, whose specialties 
are covered, get the feeling that psychiatry 
must lie outside the pale of medicine. 

Only 10% of America’s population is in a 
financial position to “buy” psychiatric care 
on the traditional “fee for service” basis. 
Thus 90% of our fellow-citizens must look 
to the Government or private philanthropy 
to heip them; or they borrow and build up a 
crushing burden of debt; or they just go 
without treatment. 

The inability of many medical care pro- 
grams to include psychiatric service is due 
to the high cost of this service and its 
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scarcity. However, with the increasing move- 
ment from care predominately within hos- 
pitals to the newer trend toward community 
care, we see a significant change. With more 
knowledge on the part of the consumer, en- 
couraged by reports of shorter treatment 
periods, and more emphasis on early case- 
finding we can expect that more people with 
psychiatric illness will come for treatment 
and at an earlier point in the illness. Insured 
families, regardless of income, are more 
likely to utilize the service than uninsured 
families in the same financial bracket. Thus, 
insured persons will have their psychiatric 
needs assessed at an earlier point. 

In Mrs. Alt’s opinion, only one plan has 
been able to include adequate ambulatory 
psychotherapy. This is the Health Insurance 
Fund of West Berlin. This program insures 
750,000 people. Though focused on the am- 
bulatory patient, this agency also accepts for 
follow-up, some ex-hospital patients after 
discharge. The program covers psychoso- 
matic illnesses, psychoses, and psychoneuro- 
ses. Both individual and group psychotherapy 
are available. 

How much of a drain is psychiatric treat- 
ment on the resources of the fund? This is 
the problem which seems to trouble insurance 
carriers here. The answer is 1%. That is, 
of West Berlin’s insured load, 1% are am- 
bulatory patients receiving psychotherapy. 

The fund provides for 200 treatment hours 
for each patient who needs it. Each month 
they see about 150 new adult patients and 
from 50 to 60 new children per month in a 
reception unit. This unit reports that one- 
third are not treatable; one-third have a 
good prognosis and one-third are in a border- 
line category. Those considered “not treata- 
ble” are referred back for supportive psy- 
chiatric care or social care. The one-third 
with a good prognosis are generally accepted 
and the one-third who are considered “bor- 
derline” are studied more carefully to de- 
termine whether they can be helped. 

The waiting period between acceptance 
and the beginning of treatment is usually 
about 3 months. 

They aim at time-limited psychotherapy, 
trying to get results in 100 treatment hours. 
Patients are seen 2 or 3 times a week, to a 
general maximum of 14 years. The care- 


ful and comprehensive character of their 
screening seems to be the crux of their plan 
—that and the “time-limit” aspect of psy- 
chotherapy. It cost the Institute about $180 
a year for each patient in psychotherapy. 

In this country, current pressures for ad- 
ditional and more available psychiatric serv- 
ices can push us toward government re- 
sponsibility for all forms of psychiatric care. 
There is another possibility, more consistent 
with our evolutionary social process : to work 
for a partnership of cooperative voluntary 
effort, government and individual responsi- 
bility. In this choice lies the challenge for 
all of us concerned with the health of our 


people. 
Dr. Louis S. REED 


Dr. Reed pointed out that there are 4 
principal groups of health insurance plans 
in the United States: (a) Blue Cross plans; 
(b) Blue Shield plans; (c) insurance com- 
panies writing health insurance policies ; and 
(d) company and union self-administered 
programs, cooperative and community plans 
and private medical group clinic plans. 

About a third of the Blue Cross plans pro- 
vide no coverage for mental, emotional or 
“nervous” cases; a small group provide 
coverage until diagnosis has been reached or 
for not more than 21 days. The remainder 
provide coverage for periods ranging from 
21 days, up to 31 days. A few cover for as 
many as 70 days and three for up to 120 
days. Many plans apply only in general hos- 
pitals, not in mental hospitals. 

The Blue Shield plans (generally re- 
stricted to surgical and in-hospital medical 
service), usually cover mental illness on the 
same terms as all other illnesses or condi- 
tions. 

Commercial insurance policies covering 
hospitalization, surgical expense, and medical 
calls almost universally provide the same 
coverage for mental and emotional as for 
other conditions. Under “major medical” or 
“comprehensive medical expense” policies the 
same is generally true although some policies 
provide for a lesser degree of reimbursement 
in mental illnesses if the patient is not dis- 
abled or hospitalized. 

Most of the independent plans do not pro- 
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vide coverage of mental or nervous condi- 
tions after diagnosis. 

Psychiatric illness should be covered by 
pre-payment plans on the same basis as other 
illness. The coverage of hospital care in gen- 
eral hospitals for acute mental conditions 
does not appear to offer difficult problems 
and would probably not result in major addi- 
tions to present costs. The trend in pre- 
payment coverage is decidedly toward greater 
comprehensiveness. If the cost of care in 
State mental hospitals were also included, it 
might eventually result in profound changes 
in the methods of financing this type of 
hospital care. 

Coverage of office and home service for 
psychiatric illness waits, in any case, on the 
development of methods of providing office 
and home coverage of physicians’ services 
generally. Many say that this kind of cover- 
age is simply not feasible on a free-choice 
basis because of the possibilities of abuse. 
The problem of keeping costs within a rea- 
sonable limit seems particularly difficult with 
emotional illness, since—with psychotherapy 
at least—it is hard to specify a limited fre- 


quency of visits or a limited maximum dura- 
tion of therapy. 


Mr. Harry BECKER 


Mr. Harry Becker called attention to the 
not-fully recognized fact that today there are 
no significant groups of persons employed in 
industry, and who regularly work for others, 
without some form of hospital-medical pro- 
tection. 

Emotional illnesses are costly to treat. 
Most patients simply cannot finance this 
from current earnings. If psychiatric serv- 
ices are to be brought within reach of the 
majority of the population, these services 
must eventually come within the scope of 
prepayment financing, or other sources of 
financing will have to be developed. Until 
this is done, or other sources of financing 
are obtained on a very broad scale, there will 
be substantial economic barriers to the expan- 
sion of mental hygiene services, and such 
services will not be available to any large 
segment of the population. 

There is also the problem of the supply of 
personnel. Once sufficient funds are availa- 


ble to purchase care, the expansion of train- 
ing facilities will follow concurrently. 

The mere inclusion in prepayment benefit 
standards of a specific type of benefit does 
not, however, mean that this benefit will be 
generally purchased, and that the item will 
thus be more adequately financed. 

Collective bargaining decisions, with re- 
spect to health benefits become the real con- 
trolling factor on the relative rate at which 
specific items of health care will be ex- 
panded under prepayment financing. Until 
a given benefit provision has been adopted in 
a major pattern-setting labor-management 
negotiation it will not become a part of ac- 
cepted prepayment practice as far as em- 
ployee benefit programs are concerned. But 
once accepted in a pattern-setting labor- 
management negotiation, the new benefit be- 
comes a target, for health benefit plans nego- 
tiated by all unions and all employers. 

An employer cannot afford to assume a 
health benefit expense that will push his labor 
costs above that of his competitors. That 
is why health benefits tend to be relatively 
uniform throughout a given industry 

When labor and management periodically 
sit down to negotiate wage gains, and im- 
provements in such working conditions as 
the level and scope of health benefits, part of 
the process is to establish priorities. If labor’s 
share of increased productivity, and in other 
economic gains, is, for example, 20 cents an 
hour, a decision must be made on how this 
amount is to be allocated. Part of the gain 
will go to “take-home” pay or perhaps to a 
shorter week and more paid holidays. Im- 
provements in pension plan benefits will, 
from time to time, require a portion of this 
economic gain because of the need for pen- 
sions to reflect both higher standards-of- 
living and the rising price level. And then 
part of labor’s annual increment can be allo- 
cated to health care. The problem of more 
adequate financing of mental hygiene serv- 
ices through prepayment is, thus, one of 
demonstrating the need for inclusion of psy- 
chiatric services high on the priority list for 
improvements in employee health benefit pro- 
grams. Within the next few years existing 
limitations on mental illness benefits for care 
in general hospitals can be expected to be 
eased, if not entirely eliminated. 
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Out-patient care, including care of emo- 
tional and mental illness, appears to be a 
likely priority for labor-management pro- 
grams in the next few years. But it may be 
that priority will be given to disease detec- 
tion, diagnosis and treatment of medical and 
surgical problems ahead of the same types of 
services for emotional and mental illnesses. 

Not so clear, is the possibility for early 
inclusion of psychiatric, and psychoanalytic 
treatment, care in special hospitals and in 
physicians’ offices. As standards are devel- 
oped for special hospitals, and for controls 
against marginal use of facilities and serv- 
ices, restrictions on benefits for this type of 
care can be gradually lifted. Adequate pro- 
tection against the costs of definable and 
disabling prolonged illness, is high on the 
agenda of services to which economic gains 
will undoubtedly be allocated. 

How rapidly emotional and mental illness 
can be included depends on more careful 
definition and assurances of the most eco- 
nomical approach to the problem. 

There must be constant assurances to the 
public that funds allocated to prepayment are 
economically spent for essential health serv- 
ices. Safeguards must be introduced to avoid 
the use of prepayment funds for loosely de- 
fined and marginal types of health services. 

Care that is essentially part of a research 
project cannot be given a priority over the 
extension of coverage for such illnesses as 
cancer and heart disease. 

Not all psychiatric, or psychoanalytic serv- 
ices fall into the category of marginal or 
luxury services, but to the extent that they 
do, or that the public feels they do, the factor 
must be eliminated before widespread adop- 
tion of benefits for these services can be 
brought into prepayment financing. These 
are problems to which the psychiatric, and 
psychoanalytic, group might direct attention 
to shorten the time-lag in bringing their 
services within the scope of prepayment. 

Psychiatric and psychoanalytic services 
should be valuable in reducing the incidence, 
severity and duration of many other forms 
of illness. Psychiatric services, for instance, 
might be used in evaluating the need for 
surgery. This kind of benefit, would (over 
the long term) lower the costs of labor- 
management health benefit programs. This 


would be true even after the inclusion of the 
cost of the benefits for treatment of emo- 
tional illness, providing the psychiatric serv- 
ices were economically provided and not un- 
dertaken when of marginal value. 
Absenteeism, and the cost of income main- 
tenance benefits during periods of illness, 
could be lowered by the wide-spread use of 
mental health services. Fewer hospital ad- 
missions, and shorter hospital stays, would 
appear to result from greater use of psy- 
chiatric and related mental hygiene services. 


Mr. R. MANNIX 


In Cleveland, said Mr. Mannix, Blue Cross 
has, since 1939, provided for “nervous and 
mental cases.” These benefits, however, are 
limited to care in private, non-governmental 
hospitals. There is no coverage for physi- 
cians’ home or office calls. There is no pro- 
vision for electroencephalograms, physical 
therapy or drugs, except in hospitalized 
cases. There is no coverage for special nurs- 
ing service, visiting nursing service, or care 
in nursing homes. Cleveland Blue Cross and 
Medical Mutual could cover all of these if 
the public was willing to budget regularly for 
the cost of such additional benefits. The cost 
of complete hospital, medical, dental care 
and nursing service, at present is $25 per 
month per family. Of this amount in the 
Cleveland area the public is budgeting $12.40 
a month on a group basis, for a comprehen- 
sive 120-day semi-private contract and a 
broad medical-surgical contract. The bal- 
ance of the monthly cost for those services 
not now covered, is being charged for by 
hospitals, physicians, dentists and nurses, at 
the time service is rendered. The public will 
want more of the services now not covered, 
including services in psychiatric cases, in 
their pre-payment plans. The decision as to 
the benefits to be provided rests with the 
public. 

Since 1939, Cleveland Blue Cross has pro- 
vided relatively broad hospital benefits for 
“nervous and mental” cases. The demand 
has not been as great as psychiatrists seem 
to think. The Cleveland Blue Cross Plan 
limits its benefits for “nervous and mental” 
cases to 120 days at $10 per day in private, 
non-government, general and psychiatric hos- 
pitals. 
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There has been little demand for coverage 
of such cases in state or federal hospitals. 
The larger portion of the financing of care 
in Ohio state mental hospitals has been met 
by the State. Perhaps the traditional financ- 
ing of mental institutions by State govern- 
ment is so completely accepted that it will 
always be that way. It is actuarially possible 
for Blue Cross to include care in state hos- 
pitals. In Ohio, the annual cost of operating 
the State Hospital system is 55 million dol- 
lars. This amounts to $20 a year per Ohio 
family. Mr. Mannix doubted whether the 
people really wanted to change the financing 
of these hospitals from the present tax-sup- 
port system to support through voluntary 
prepayment plans. 

What does psychiatric care cost a Blue 
Cross plan? In Cleveland, it costs about 1% 
of hospital claims of all types. The Cleve- 
land plan offers up to 120 hospital days for 
psychiatric care. Yet the average length of 
stay of a psychiatric patient is only 30 days. 
Indeed, in the last decade, length of stay for 
these patients dropped from 37 to 24 days. 
Nor was there any significant difference in 


the average length of stay in the private psy- 
chiatric hospitals as compared with the psy- 


chiatric wards in general hospitals. It is 
possible that the cost of psychiatric care in 
general hospitals in ratio to the cost of total 
hospital claims, may increase in relation to 
geueral hospital care as more general hos- 
pitals establish psychiatric units or as more 
private psychiatric hospitals are constructed, 
but there has been little evidence of such a 
trend during the past 18 years during which 
Cleveland Blue Cross has been paying for 
such care. 

The plan offered by Medical Mutual of 
Cleveland provides the same physicians’ 
benefits in psychiatric cases as in other medi- 
cal cases. These benefits cover physicians’ 
services in hospitalized cases for 120 days. 
The fees allowed physicians are $10 for the 
first day, $5 per day for the next 20 days, 
and $2 per day for the next 99 days, for a 
maximum allowance of $308 during a period 
of hospital confinement for psychiatric care 
of 120 days. 


Mr. ALBERT V. WHITEHALL 


Health insurance can cover psychiatric ill- 
ness. This depends on the psychiatrist’s 


willingness to define illness and set goals for 
therapy. An insurance mechanism is not a 
creator of money. In this respect, insurance 
lives in an economic straight-jacket. 


1. Insurance must collect enough premi- 
ums to pay its losses. 

2. Insurance has no right to spend its 
policyholders’ money for purposes other 
than those specified. 

Insurance money is not the company’s 
money ; it is the policy-holders’ money given 
to us for specific purposes. In health insur- 
ance, we share with the medical profession 
the responsibility of administering these 
funds in the best interests of the public—our 
policy-holders—your patients. 

For the insurance mechanism to do its 
best, there are certain basic principles which 
must be respected. 


1. The occurrence of the loss should be in- 
frequent. 

Insurance is a device for cushioning the 
infrequent catastrophe ; it’s not economic to 
use it as a method of paying current ex- 
penses. 

2. The loss must be of considerable magni- 
tude. 

Insuring against the small expense of a 
single doctor’s consultation is like insuring 
against the loss of your shoelaces. It costs 
almost as much to process a $5 claim as one 
for $100. Why pay the insurance company 
$6 for a $5 office call? 

3. The loss must be beyond the control of 
the insured. 

The treatment cannot be left to the indi- 
vidual. We must not waste policy-holders’ 
money on needless things. 

4. The loss must be definite. 

To be insurable, a benefit must be a 
reasonably measurable and predictable en- 
tity. Otherwise, how can we set our pre- 
miums ? 

Suppose you are an actuary faced with the 
job of setting a premium for a specific type 
of psychiatric care. You'll have these things 
to do: 

1. You must write a clear definition into 
the policy of the insured. 

2. You must know the average cost of 
each unit of illness. 

3. You must know the average frequency 
of each unit of illness. 
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4. You must write instructions for the 
people who pay out these benefits so they 
may know when the intention of the policy 
has been met. 

All of this requires definiteness. You, as 
an actuary, must know what you intend to 
pay for. You must know what you do not 
intend to pay for. You’ve got to be sure 
that it’s not possible for one case to pull the 
plug and drain off all your policyholders’ 
money. Suppose you have clearly defined the 
benefits ; you know the cost ; you can predict 
the frequency. Then you multiply to find 
the total expected loss. Add a safety factor 
plus a small margin for administrative costs. 
Divide this total by the number of people 
to be covered and the result ought to be your 
premium. 

This premium might be high. Maybe the 
subscriber would rather do without the bene- 
fit than pay that price. This gives one more 
component of insurability: public demand. 
You cannot sell a benefit that the public is 
not willing to pay for. 

An enduring program of insurance for 
psychiatric illness requires that psychiatry 
establish patterns of care that are acceptable 
to the public, understood by the public, de- 
manded by the public—and that the costs of 
such care be reasonably predictable. The 
public won’t buy insurance unless it has con- 
fidence that there is a reasonable relationship 
between the loss and the indemnity. 

The sky-rocket growth of voluntary health 
insurance would have been impossible with- 
out the doctor’s willingness to abide by a 
standardized fee schedule. The legal concept 
of a “usual and reasonable fee” is simple 
recognition of the fact that the general pub- 
lic depends upon the medical profession to 
have some regularity, and some dependa- 
bility in its economic patterns. Indeed, this 
regularity is an important factor in medi- 
cine’s public relations. 

A government program would insist on 
participating in the establishment of your 
patterns and standards. Voluntary insurance 
does not want to dictate a pattern; our job 
is simply to see the money our policyholders 
entrust to us is paid out for the purposes they 
have chosen. You must describe your serv- 
ices in terms the public may understand. 
You—the profession—must make your deal 
with the public. 


In this connection, Davidson * has said: 


“Perhaps we could analogize a psychiatric dis- 
order to a surgical one. If insurance can pay a 
surgeon $125 or $175 for an hour’s work in the 
operating room, why not pay a psychiatrist $150 
for ten hours’ work at the bedside or in the inter- 
view room?” 


Dr. Davidson has an excellent point. 

On the other hand, I recently talked with 
a broker whose experience with psychiatric 
care has been unhappy. A subscriber in a 
white collar occupation was diagnosed anxi- 
ety hysteria, claustrophobia, and depression. 
Treatment has been continuous since 1950. 
This patient currently is having 20 sessions 
each month with a psychoanalyst at $20 each. 
The case has already cost thousands of dol- 
lars. There is no present indication that this 
case can be closed. Do you see why this 
employer and his insurance broker are won- 
dering about the insurability of psychiatric 
care? 

The entity of “illness” will become more 
definite in psychiatry as medical science 
learns more about it. The $175 appendec- 
tomy, which Dr. Davidson * referred to, may 
be less work than 10 hours of psychiatric 
care, but it’s self-limited. There’s only one 
appendix per person, and the procedure for 
its removal is reasonably standard as to care 
and cost. As a known entity, with public de- 
mand, we can insure it. We will be able to 
insure psychiatric care too with greater facil- 
ity as its procedure and costs become better 
known and more routine. 

The dramatic progress you are making 
makes us optimistic about the future of psy- 
chiatry as an insurable risk. Our voluntary 
system gives us opportunity to experiment— 
to test public demand constantly and to adapt 
ourselves quickly to new ways of doing 
things. 

Psychiatry seems to be on the threshold 
of dramatic advances like those of surgery 
in the past generation. The public has ac- 
cepted surgery, and is willing to pay the fee 
schedules developed by the surgeons for 
specific procedures. Upon this base, insur- 
ance has been most effective in giving the 
public access to the best of surgery through 
private, or voluntary, financing. 


2 Davidson, Henry A. “Blue Cross, Blue Shield, 
and the Blues.” Am. J. of Psych., 111: 931 (June 
1955). 
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Psychiatry can do the same. Recent dis- 
coveries are bringing psychiatric care into 
the “open market” of private practice. In- 
surance is eager to finance any type of serv- 
ice that the general public consistently de- 
mands and is willing to pay for. But it is 
not the function of insurance to develop pat- 
terns of care nor to control these patterns 
once developed. The economic future of psy- 
chiatric care is right where it belongs—in 
your own hands. 

In discussing Mr. Whitehall’s paper, Dr. 
Davidson said that he had heard many ex- 
cuses for not covering emotional illness. 
Most of them are based on prejudice against 
mental patients. Mr. Whitehall’s paper, by 
contrast, is restrained, well-reasoned and ob- 
jective. He has tossed the problem back to 
the psychiatrist. 

Dr. Davidson agreed that you can not ex- 
pect a company to pay for an illness unless 
they know what we mean. Where does a 
schizoid personality end and a simple schizo- 
phrenia begin? Can we mark the frontier 
between the inadequate behavior of the 
anxiety-ridden neurotic and the bumblings 
of the inadequate personality? We must do 
this if we want insurance coverage. They 
will cover psychoneurosis because it is ill- 
ness. They will not cover personality or 
character disorders. Organized psychiatry 
ought to draft a workable set of definitions. 

You cannot pay for a risk entirely within 
the control of the insured. The neurotic 
might feel worn out and washed up and ask 
for a long, restful week in a hospital bed. 
How can we show that this is not laziness 
but illness? The neurotic’s unconscious mo- 
tive might be a homosexual drive, infantil- 
ism or hostility. Insurance companies will 
not pay for disability due to those drives. We 
will never brand a man as lazy or spiteful 
because these are value judgments and psy- 


chiatrists are above subjective moralizing. 
But the public will mutiny if its premium 
money is used to pay for a rest cure for a 
lush with hangover. No matter how we in- 
sist that alcoholism is sickness, the public 
will still balk. If insurance companies write 
policies that will cover this kind of disability, 
their own policy-holders will disown them. 

Either we psychiatrists do this job, or the 
Government will freeze the definitions into 
statutes or regulations—or insurance com- 
panies just won’t cover our patients. Some- 
one has to write the definition of disability, 
and list the criteria of psychoneurosis, and 
stake out the frontiers of psychopathy. 

Another booby trap is the criterion of re- 
covery. When a man has recovered from 
pneumonia, he is cured of that. But will any- 
one ever gain perfect mental health? Of 
course not. How then do we know when a 
patient has recovered from emotional ill- 
ness? We can do a psychiatric examination, 
but after all, there is no such thing as a nega- 
tive psychiatric examination. Every such 
examination must result in some findings. 

Weare not the only doctors with this prob- 
lem. Arthritis and hypertension, allergies 
and diabetes are in the same class. We don’t 
get cures in the sense of a radiantly normal 
set of findings. But we can ask that the in- 
surance companies treat emotional illness the 
same way they treat all chronic illness— 
arthritis, for instance. They usually have a 
cut-off date and stop paying after that date. 
Not many companies will write a non-can- 
cellable, payment-for-life policy today that 
will cover disease, as distinct from injury. 
And we can’t ask for benefits which would 
be denied the sufferer from allergies or 
arthritis. 

If Mr. Whitehall is a spokesman for the 
insurance industry, we must say that they 
have made a fair proposition. The next move 
is not the company’s. It is ours. 
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CRITIQUE 


Traditional approaches to understanding 
the nature of schizophrenia have served us 
well ; they have brought us to the point where 
a new approach is both possible and desir- 
able. Previous studies, despite their admitted 
value, have usually made one or more ques- 
tionable assumptions in respect to either 
theory or operation. 

1. Schizophrenia, it has been assumed, is 
either a single disease entity or a group of 
diseases (e.g., like the organic brain dis- 
eases). In the former case, patients are 
classified in accordance with a single prin- 
ciple (e.g., specific clinical, biochemical, or 
autonomic responses) into groups each of 
which is labeled as a distinct “type” of 
schizophrenia. In the latter case, members 
of such different groups are regarded as hav- 
ing different diseases. When comparison is 
made between the groupings of patients re- 
sulting from classification by these different 
“single principles,” such groups are not even 
roughly similar. Whether schizophrenia is a 
single disease with multiple facets or a mul- 
tiplicity of diseases is an experimental ques- 
tion which requires careful investigation. In 
any case it cannot be decided a priori, and a 
method must be found to develop categories 
which can concomittantly utilize data from 
the area of many of these obviously valuable 
“single principles.” 

2. Many studies have tended to be frag- 
mentary, investigating only isolated segments 


1 Presented at the 2nd Divisional Meeting of The 
American Psychiatric Association, Montreal, 
Canada, sponsored jointly with the Psychoanalytic 
Associations of Canada and North Eastern United 
States. This essay is based on the discussions of a 
group composed of Nathan S. Kline, M. A., M. D.; 
Albert F. Ax, Ph. D.; John H. Blair, M. A.; Louis 
P. Carini, Ph.D.; Manfred E. Clynes, M.S., 
B. Eng. S.; Leonard C. Feldstein, M.D., Ph. D.; 
John C. Saunders, M. D.; Ashton M. Tenney, M. A. 
M.S.; and Harry Walker, M.S. The formulation 
was that of the author alone who assumes responsi- 
bility for all the controversial and dubious points 
and shares credit for all the others. 

2 Research Facility, Rockland State Hospital, 
Orangeburg, New York. 
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of a total field and in addition are frequently 
carried out during a single cross-section of 
time. Possible periodicity and rhythmicity of 
patients’ reactions are lost because they are 
not followed longitudinally for any extended 
period. 

3. A third assumption is that the finding 
of a correlation between reactions in 2 differ- 
ent areas of investigation of itself consti- 
tutes an explanation. The finding of a linear 
relationship between, say, Rorschach form 
(F) responses and the incidence of a particu- 
lar metabolite of tryptophane may be sug- 
gestive and an invitation to further investi- 
gation but does not constitute a satisfying 
answer. Its real value depends upon the 
availability of plausible mechanisms to ac- 
count for it. The general disinterest in the 
psychological symptoms of general paresis, 
such as the delusions of grandeur, etc., which 
followed the finding that there were spiro- 
chetes in the spinal fluid and that periar- 
teriolar cuffing occurred, is actually un- 
warranted. Such a relationship is not 
comprehensible except by reference to ex- 
planatory principles from which this relation- 
ship as well as others might be derived. 

4. It has sometimes been assumed that the 
dynamics of a single area can of itself pro- 
vide an adequate basis for understanding the 
nature of schizophrenia. Neither Lewinian 
nor Freudian nor Pavlovian psychodynamics 
alone, nor for that matter, neurological, phys- 
iological, or biochemical dynamics can offer 
full understanding of the nature of schizo- 
phrenic behavior. The studies done to date, 
no matter how fragmentary, have shown 
aberrations in a wide variety of areas and 
any explanatory system which cannot and 
does not take all of these into account is for 
this reason a deficient one. Occasional at- 
temps have been made to interrelate two 
areas (¢.g., the neurological and the psycho- 
logical or the endocrine and the cultural) but 
even these must omit a large variety of 
“facts” which are of undeniable importance. 
For full explanatory power, a system must 
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be devised which is capable of utilizing data 
from all of the relevant areas. 

5. Sometimes even single systems (¢.g., 
cardiovascular, autonomic) of an individual 
are studied in isolation without reference to 
other systems in the same area. By thus ig- 
noring the interdependencies of such sys- 
tems, the fact that two of them may share 
identical although differently designated ele- 
ments is apt to be overlooked. Correlations 
are then sometimes established between 2 
apparently different elements which are in 
reality disguised identities. Further, correla- 
tions between 2 such systems may actually 
be based on the relationship of each to a third 
system so that unless relevant areas are cov- 
ered the appearance of direct interrelation- 
ship may be produced. This is then fre- 
quently complicated by a post hoc theory de- 
vised to cover such a correlation. Such 
theories usually have low or no predictive 
value, fail to cover other known data, and 
require many years to be disproved and ban- 
ished from our thinking. 

6. Finally, in each discipline or science 
certain presuppositions are made which are 
rarely stated either because the investigators 
are unaware that they are making them or 
else they seem so self-evident that “every- 
one” knows them. Often the presuppositions 
of different approaches are radically different 
and conflicts and disagreements must inevi- 
tably result. The conceptual framework, the 
symbols to be manipulated, the ground rules 
for such manipulation, and the types of con- 
clusions sought for, may differ so radically 
that there can be no meaningful communica- 
tion. We are proposing a more comprehen- 
sive approach which, we hope, avoids most 
of the limitations just mentioned. 


PROPOSED APPROACH 


The organization of the individual is the 
focus of our study. By emphasizing “‘organi- 
zation” we mean to concentrate our study on 
the dynamic interrelationships among the 
various systems of the individual. A sys- 
tem is a group of structures organized with 
respect to particular functions. Systems may 
be interrelated by reason of primary “direct” 
interaction between them, by secondary “in- 
direct” interaction and by the sharing of 
common structures. 


Before interrelationships among systems 
of the individual can be described accurately, 
the functional boundaries of the various sys- 
tems must be identified. To define system 
boundaries adequately, comprehensive data 
from the conventional fields of observation 
of the individual—morphological, biochemi- 
cal, physiological, psychological and socio- 
logical—must be classified and coordinated. 
A meaningful classification of such hetero- 
geneous data requires them to be cast into a 
common conceptual framework. 

A framework sufficiently generalized to en- 
compass the data and at the same time specific 
enough for quantification, we believe, can be 
built from constructs which we call “first 
order parameters.” Examples are such fa- 
miliar characteristics as threshold, latency, 
intensity, rate of change, duration and other 
time variables. Although all subsystems of 
the individual may not immediately be quan- 
tifiable by all of these first order parameters, 
a substantial start can be made. Careful 
analysis of the intercorrelations, that is, the 
functional dependencies among these param- 
eters will define the boundaries of the vari- 
ous systems. We will naturally start looking 
for functional systems involving well-known 
anatomical structures but will attempt to 
avoid those classifications based largely on 
the peculiarities of instrumentation. If, how- 
ever, the analysis diverges from traditional 
cleavage, we will not hesitate to designate 
functional units regardless of anatomical 
structure. For example, a functional sub- 
system may be composed of certain glands, 
parts of the autonomic nervous system and 
particular areas of the brain. 

The next step will be to regroup the data 
so as to obtain purified measures of the sub- 
systems which we expect can be recast into 
the same kind of constructs (threshold, la- 
tency, intensity, etc.). These system parame- 
ters together with their empirical interrela- 
tionships constitute the common conceptual 
framework by which we hope to describe the 
dynamic organization of the individual. This 
approach should facilitate communication be- 
tween investigators in specialized disciplines, 
suggest experiments, clarifying system inter- 
relationships and permit the construction of 
a theory sufficiently general to comprehend 
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the complexity of the phenomena under 
study. 

It is our opinion that the method we pro- 
pose for conceptualizing schizophrenia is not 
only not in conflict with clinical experience, 
but will serve to clarify many concepts de- 
rived from clinical observations which are 
presently quite vague. 

It is a platitude that schizophrenics are 
“disorganized.” This can only mean that 
they are organized differently from the aver- 
age or normal. Describing the organization 
per se would concretize this concept of “dis- 
organization.” Patients are also said to be 
“unstable” or “labile.” Description in terms 
of the parameters we have proposed could 
demonstrate the generality of “lability” 
among the various systems. Lability would 
be a second order construct obtained by find- 
ing a pattern among the first order constructs 
(threshold, latency, etc.). Rigidity is an- 
other term which could be more precisely 
defined in this framework and might well 
be found to have wider meaning and appli- 
cation than is now the case. Catalepsy, flat- 
tened affect, hallucinations and other char- 
acteristics of schizophrenics are translatable, 
in whole or in part, into the first order con- 
structs or can be constituted from these 
“primitive” parameters into second or third 
order constructs which would then have pre- 
cise, confirmable, empirical correlates. 

The interrelationships between the various 
disciplines presently under investigation are 
still in too preliminary a form to warrant 
publication in print. The analysis of such 
data obviously requires the use of special 
tecnniques and of high speed data reduction 
and the development of dynamic systems 
analysis through the use of analog computing 
techniques will be described in forthcom- 
ing publications. 


SPECULATIONS 


An initial hypothesis would be that the 
organization of schizophrenic individuals is 
such that the various systems and sub-sys- 
tems are able to function together “‘effec- 
tively” only under special circumstances. By 
“effectively” is meant the ability to simul- 
taneously achieve social, emotional, intellec- 
tual and motor objectives. Any dislocation, 


whether internally or externally (environ- 
mentally) precipitated, is not compensated 
for in the “normal” manner which maintains 
the same basic interrelationship between the 
various systems. Instead there is a re-organi- 
zation in which equilibrium is reached by the 
splitting off of one or more systems which 
then respond with relative autonomy (ac- 
counting for the great variability of re- 
spo.ise) while the remaining systems tend to 
be integrated with great rigidity. The effort 
to maintain this stability and to compensate 
for the “missing” systems produces many of 
the observed symptoms. The goal-directed- 
ness continues but due to the incompleteness 
of the organism and the loss of both reality 
achieving and reality testing elements the 
performance is inadequate by objective stand- 
ards. 

Even the split off systems do not behave 
purposelessly but now become subject to 
stimulus generalization, responding in an 
“adequate” way but to inappropriate stimuli. 
It is thus not the malfunctioning of this or 
that system that is the basic defect in schizo- 
phrenia but the failure of such systems to be 
integrated into the overall activity of the 
organism. Therapy consists of again creat- 
ing those circumstances under which the 
various systems can function together ade- 
quately and may be achieved by alteration of 
either internal or external factors or both. 
Not infrequently in the early stages there is 
spontaneous re-alignment of the systems. 
This may consist of a new disequilibrium so 
that the organism lurches forward to a new 
rigidity by the splitting off of additional sys- 
tems. In other cases the realignment is com- 
mensurate with successful performance so 
that “spontaneous remission” is still the most 
frequent type of recovery. The more exten- 
sive and prolonged is the incomplete but 
rigid organization, the more likely. that inter- 
nal (i.e., chemical) alterations will be re- 
quired to return the organism to a fully 
functional state. External factors can aug- 
ment or impede such changes. * 

Although the awareness of a discrepancy 
between the possibility of goal-achievement 
(ego ideal, body image, etc.) and goal-capa- 
bilities may precipitate a schizophrenic epi- 
sode, it is not a basic disorder as may be the 
case in the neurotic. Such a discrepancy can 
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produce anxiety, depression, substitution or 
ritualistic avoidance. It is obvious that the 
schizophrenic may or may not be faced with 
this problem and utilize these solutions so 
that a neurosis may co-exist with a psychosis 
at any stage of either disease although they 
continue to be basically different. 

The speculations proffered in the last few 
paragraphs have not been in the strictly ‘“‘or- 
ganizational” framework originally proposed 
but are amenable to such statement once the 
basic systems have been delimited. 


SUMMARY 


1. Traditional approaches to the problem 
of schizophrenia have made various theoreti- 
cal and operational assumptions, six of which 
are reviewed and criticized. 

2. An approach is proposed which offers 
certain advantages such as empirical verifia- 
bility. 

3- Speculation as to the nature of schizo- 
phrenia is given within this general frame- 
work. 
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ANALYSIS OF 1955-1956 POPULATION FALL 


IN NEW YORK 


STATE MENTAL HOSPITALS IN FIRST YEAR OF LARGE- 
SCALE USE OF TRANQUILIZING DRUGS ' * 


POPULATION PROBLEM IN THE NEW YORK 
STATE MENTAL HOSPITALS AND INTRODUC- 
TION OF CHLORPROMAZINE AND RESERPINE 


On March 31, 1954 the census of the New 
York State mental hospitals was 90,893, over 
double the number of 25 years before and 4 
times the 1900 figure. The steady increase 
had not been visibly influenced by 20 years 
of other somatic therapies and when chlor- 
promazine and reserpine appeared on the 
scene in late 1953 and early 1954 it seemed 
unlikely that these could offer any more in 
this direction. However, early results were 
too encouraging to be ignored and by the 
end of 1954 an expanding series of pilot 
projects throughout the Department of Men- 
tal Hygiene had clearly confirmed the thera- 
peutic activity and clinical usefulness of 
these drugs. In January 1955 chlorproma- 
zine and reserpine were made available for 
general use in the state hospitals and schools 
and large-scale application was begun. 


POSSIBILITY OF EFFECT ON POPULATION OF 
MENTAL HOSPITALS: PROBLEMS OF EVALUA- 
TION 


One of the first and most insistent ques- 
tions which had to be faced was the decep- 
tively simple one whether this new method 
would at last halt or reverse the long record 
of population rise in the mental hospitals of 
the state. Any answer to this question, if 
made in advance of actual trial, involved at 
least 3 assumptions, all of them open to 
serious doubt : 

1. If effective, the new therapy would 
necessarily cut the need for hospital beds. 
The tuberculosis and contagious disease hos- 
pitals and epileptic colonies were often quoted 


1 Read at the 113th annual meeting of The Ameri- 
can Psychiatric Association, Chicago, Ill., May 13- 
17, 1957. 

2 The authors wish to make grateful acknowledg- 
ment of a grant for this study from the Albert and 
Mary Lasker Foundation. 

3 Dept. of Mental Hygiene, State Office Bldg., 
Albany, N. Y, 
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as examples where therapy had reduced bed 
needs. Their validity was doubtful because 
these institutions serve well-defined and fixed 
groups of patients while the mental hospitals 
receive a broad and ever-changing variety of 
cases. As a result, the latter are more com- 
parable in function to general hospitals whose 
increase of bed capacity has equalled that of 
the mental hospitals during the last 25 years 
in spite of the epoch-making therapeutic 
gains of the period. Here, at least, advance 
in treatment has not led to reduction of pa- 
tient population. 

2. That the effect of a new therapy on 
bed needs would become evident in a com- 
paratively short time. Psychiatric hospital 
experience has been to the contrary. Even 
the most outstanding achievements have pro- 
duced only a slow decline of census. It was 
almost 10 years after the introduction of 
dilantin that the epileptic colony in New 
York State began to show a clear-cut reduc- 
tion. In spite of brilliant advances in anti- 
luetic therapy, the number of paretics in its 
state hospitals continued to increase until 
1945 when it reached 3,578, and had fallen 
only to 3,034 by 1956. The benefits of new 
procedures may very well be expressed pri- 
marily in terms other than those of need for 
hospital beds. The reduction of mortality 
rates may balance the effect of an increase 
of releases for years. This is especially true 
in illnesses where chronic disability is a 
factor. 

3. That if a fall of population or any other 
general statistical change took place after 
introduction of chemotherapy, it would be 
a relatively simple matter to establish a cause 
and effect relationship. This assumption over- 
looks the formidable difficulties that stand 
in the way of disentangling the effect of any 
one factor from the complex of known and 
unknown influences which control movement 
of mental hospital population. Post hoc 
reasoning is particularly difficult to avoid in 
this type of interpretation. 
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In spite of these and other reservations, 
it was obvious that the tranquilizers were 
capable of being applied on a scale never be- 
fore approached in psychiatric therapy. This 
might be an important aid in evaluation, es- 
pecially if a large number of patients could 
be reached during the first year or two. Un- 
der such conditions useful large-scale his- 
torical comparisons might be made, some- 
thing which had never really been achieved 
for other somatic therapies because of the 
slow growth in their volume of use. The 
rapidity of extension of drug therapy proved 
to be entirely satisfactory from this point of 
view. In the first fiscal year of full-scale 
use this treatment was given to over 30,000 
patients, or 27.8% of all possible cases. Since 
the amount given in the previous year (1954- 
55) was quite small, it was possible to use 
the latter as a sort of control period for com- 
parison with 1955-56 which thus approxi- 
mated a test period. We hoped data derived 
from this comparison might lend perspec- 
tive to the studies of controlled series of 
cases, double-blind studies, cohort studies 
and basic researches which were being car- 
ried out in various research centers of the 
department. 


LARGE-SCALE APPLICATION: EFFECT ON RE- 
STRAINT AND SECLUSION PROMPT 


The first effect of the new therapy in the 
state hospitals was a spectacular reduction of 
disturbed behavior and this remains as one 
of its most outstanding contributions. As 
the use of tranquilizing drugs increased, re- 
straint and seclusion decreased (Figure 1). 
By the end of a year these figures had been 
cut almost in half and at the end of the sec- 
ond year they had been again reduced by a 
half. 

In the state schools, response was less 
spectacular but still very good. Restraint- 
seclusion figures fell from 16.8 to 6.7 in the 
two-year span. This confirms the clinical 
observation that the tranquilizers are useful 
in cases of mental deficiency, but less regu- 
larly than in the mentally ill. Any attempt 
to explain these results on dynamic factors 
alone must include the fact that the re- 
sponse is generally better in severe defec- 
tives where contact is poorest and less satis- 
factory in the behavior disorders of higher 
grade cases. Similarly, among children in 
state hospital units psychotic excitements re- 
spond far better than do primary behavior 
disorders, 
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AVERAGE DAILY NUMBER IN %, 
RESTRAINT AND SECLUSION 
PER 1,000 RESIDENT PATIENTS 


NUMBER OF PATIENTS 


NUMBER OF PATIENTS RECEIVING 
TRANQUILIZING DRUGS 
(THOUSANDS) 


1954-5 


1955-6 


1956-7 


Fic. 1.—Somatic therapy and restraint-seclusion. New York Civil State Hospitals. 
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POPULATION FALL 1955-56 


By mid-summer of 1955 it had become ap- 
parent that a change in population equi- 
librium was taking place in the mental hos- 
pitals. This became more pronounced in the 
succeeding months and on March 31, 1956 
the census showed a reduction of some 500 
over the year instead of the expected in- 
crease of 2,000-2,500. The same trend con- 
tinued in the second year which ended with 
a further decrease of almost 500 (Figure 2). 

Not long after our figures had begun to 
show a clear downward trend we heard that 
other states were recording similar changes. 
This group now includes a large majority of 
the states. The mental hospital population 
of the United States fell by over 7,000 pa- 
tients during the fiscal year 1956,* and re- 
cently there have also been reports of a re- 
duction in the British mental hospitals. Thus, 
our experience is not unique but appears to 


# Public Health Reports, 72: No. 1, P. 14, Jan. 
1957. 


represent a broad trend which deserves care- 
ful examination and analysis of all available 
data. 


THE METHOD AND ITS ASSUMPTIONS 


This paper will present the results of an 
analysis of New York State figures with at- 
tention centered on the fall in population 
and the way in which it is distributed among 
the various categories of patients. It will be 
compared with New York State’s only pre- 
vious significant reduction in mental hospital 
population, which took place during World 
War II, and will be examined in the light 
of some long-term trends. Our method in- 
volves the assumption that the way in which 
the fall is distributed among the various 
categories of patients may offer a clue as to 
the factor or factors which caused it. If it 
is due to somatic therapy of functional dis- 
order, it should have a more specific dis- 
tribution than if due to social, economic or 
other influences which should affect all classes 
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Fic. 2.—Annual increase in resident patients. New York Civil State Hospitals. 
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in hospitals more uniformly and should af- 
fect state schools also. The paper is not a 
comparison of the results in two groups of 
cases, one of which had drug treatment and 
the other did not. Instead it compares and 
contrasts the total results of two successive 
years of work in a mental hospital system. 

The great identifiable difference between 
the two years is that in the second year some 
30,000 patients received drug therapy. We 
know of no other major change in operating 
conditions which took place between 1954-55 
and 1955-56. A series of intensive treatment 
programs with special budgetary provision 
were undertaken after the close of the fiscal 
year 1955-56 and are now operating but 
they did not influence the two years under 
examination. 


STATISTICAL COMPARISON OF FIRST YEAR OF 
LARGE-SCALE DRUG THERAPY WITH PREVIOUS 
YEAR 


When the data for 1955-56 were com- 
pared with 1954-55,° the following significant 
points emerged: 

1. There was no outstanding increase of 
either personnel time or per capita expendi- 
ture, although 1955-56 had a normal cost 
increase in line with a long-term trend. 


Ward 
personnel 
hours available 
per patient 
1953-54 Z 312 
1954-55 321 
1955-56 331 


Per capita 


2. The number of patients completing a 
course of somatic therapy during the year 
increased from 16,863 to 40,301. This in- 
crease of 250% was due entirely to the new 
drug therapy and it appears large enough to 


5 Additional tables are available on request from 
the authors. 


produce a material effect on releases if the 
treatment is therapeutically active. 

3. The census rise of 2,421 patients in 
1954-55 was replaced by a reduction of 452 
in 1955-50, a change of 2,873. This differ- 
ence was due primarily to an increase of 
2,793 in the number of patients released (Ta- 
ble 1). Age specific death rates declined 
slightly but the total number of deaths was 
higher. This is in line with a long-term trend 
due to aging of the population. 

4. Total admissions remained unchanged 
but there was a slight increase in the num- 
ber of geriatric cases and a small decrease in 
the number of schizophrenics. 

5. There was some improvement in re- 
leases of all diagnostic groups except senile 
psychoses. Those categories of patient who 
might be expected to benefit most from drug 
therapy showed the most marked increase of 
releases (Table 2) and the most marked 
drop in residual population at the end of the 
year (Figure 4). There was a decrease of 
683 schizophrenics during the year and a 
reduction of 169 manic-depressives while 
there was an increase of 433 in psychoses of 
the senium and an increase of 46 in the 
alcoholic group. 

6. Results according to duration of hos- 
pitalization are shown in Figure 3 where the 
greatest relative advantage appears in the 
group admitted 2 to 4 years previously. Our 
data show that some 30% of patients with 
3 years’ hospital residence were treated with 
drugs and the outlook for release from this 
group improved by 52%. One cannot invoke 
the explanation that favorable long-term 
cases were chosen for treatment because 
these figures include all releases from the 
entire population of this class. The relative 
improvement in the test year was much less 
among newly admitted cases where any 
change of administrative policy might be 
expected to have its greatest impact. 


TABLE 1 


MoveMENT OF RESIDENT PATIENTS IN New York Civit State 
FrscaAL YEARS ENDING MARCH 31, 1955 AND 1956 


Resident 
patients 


Admissions 
21,459 


21,454 
—5 


Resident 

All patients 
releases All end of 
alive returns period 
16,069 5,109 93,314 
18,862 5,301 92,862 


+ 2,793 + 192 — 452 


Deaths 
8,078 
8,345 
+ 267 
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TABLE 2 


PATIENTS RELEASED ALIVE * DURING 1954-5 AND 1955-6 FiscaAL YEARS WITH NUMBER OF THESE PATIENTS 
WHO HAD RECEIVED DruG TREATMENT IN 1955-6 BY Mayor D1aGNosis Groups 


Diagnosis 
A~ 


Psy- 


choses 
with 
cerebral 
arterio- 
sclerosis 


710 
802 
13.0 
218 
27.2 


Alco- 

holic 
General y- 
paresis choses 


110 1,456 


Released alive Total 


14,362 


Per Cent Increase. .. 
1956 Treated 
Per Cent Treated... 


Manic- 
depres- 
sive 

sy- 
choses 
1,069 
1,176 
10.0 
500 
42.5 


Involu- 
tional 
psy- 
choses 
1,431 
1,688 
18.0 
603 
35-7 


De- 
mentia 
praecox 


6,426 
7,865 
22.4 
2,670 
33-9 


choses 
260 
233 

— 10.4 
61 
26.2 


* Does not include patients placed on family care or escapes. 


7. The use of drugs was concentrated 
primarily in certain groups of functional psy- 
choses, especially among women and among 
the newly admitted cases. Some tranquiliz- 
ing drug therapy was, however, in use among 
virtually all categories and the variations in 
percentage were often not as marked as 
might have been expected. Of the patients 


available for treatment, 27.9% received drug 
therapy, with males showing a figure of 20.9 
and females 33.9. The proportion ranged 
from 9% in male cases of CNS lues to 43% 
in female manic-depressives and 46% in fe- 
male psychoneurotics. 

8. No quantitative correlation could be 
shown between the percentage of patients re- 
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Fic. 3.—Patients placed on convalescent care by time since admission. 
New York Civil State Hospitals. 
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TABLE 3 
PATIENTS RELEASED ALIVE * DURING 1954-5 AND 1955-6 FiscAL YEARS WITH NUMBER OF THESE PATIENTS 
WHO HAD REcEIvED DruG TREATMENT IN 1955-6 BY TIME SINCE ADMISSION 


Time since e admission 


3-5 6-11 
mos. mos. 
1,224 4,478 
1,511 4,865 
23.4 8.6 
718 2,100 
47-5 43.2 


Released alive 


Per Cent Increase. . 
1956 Treated 
Per Cent Treated.. 


1 2 
year years 


5,018 1,318 
5,702 1,759 
13.6 33-5 
1,251 384 
219 21.8 


* Does not include patients placed on family care or escapes. 


ceiving drug therapy in a given hospital or 
in a given category and the amount of im- 
provement in releases. This may, and prob- 
ably does, reflect a differential responsive- 
ness to drugs in various categories of pa- 
tient and also may reflect the differences in 
use of drug therapy in various hospitals. 
Since all hospitals used large amounts of 
drug therapy, such differences should not be 
overemphasized. The correlation of volume 
of drug therapy with reduction in restraint 
and seclusion was much closer than with 
releases. 

g. Improvements in releases have con- 
tinued throughout 1956-57 at about the same 
level, although we have not yet been able to 
analyze this data in detail. 

10. A word as to the stability of the re- 
sponse to drug therapy is warranted. Be- 
cause of the state’s policy of free admissions 
with no waiting lists, the number of returns 
from convalescent leave expresses clearly the 
tolerance of the community toward mental 
symptoms. One would expect that attempts 
to force releases would be accompanied by 
an increased number of returns. This did 
not happen. In the first year of large-scale 
drug treatment the proportion of returns 
actually fell somewhat. In the second, it rose 
again slightly but did not reach the previous 
level. 


COMPARISON WITH 1942-43 PERIOD 


Has there been some world-wide, or at 
least nation-wide, change other than drug 
therapy which might account for these facts, 
some shift in the equilibrium of forces that 
control the size of mental hospital popula- 
tion? Such a change did occur in World 


War II and brought about widespread re- 
ductions of mental hospital population. 

A statistical comparison of the two periods 
in the New York State hospitals reveals the 
following significant differences (Figure 4). 

1. Admissions fell sharply in World War 
II from 17,611 cases in 1941-42 to 16,489 
for 1942-43 (corrected to 12 months). Ad- 
missions remained high in 1955-56 (Ta- 
ble 1). 

2. In both periods there was a rise of the 
number on leave from the hospital at the 
end of the fiscal year (from 7,501 to 8,677 
in 1942-43 and from 9,928 to 12,019 in 
1955-56). The recent rise was much larger. 

3. The wartime drop was of gradual de- 
velopment which reached a maximum and 
gradually receded. In contrast, the present 
fall was abrupt and without warning (Fig- 
ure 2). 

4. The state schools lost population dur- 
ing two of three wartime years. They con- 
tinued to gain in 1955-56, although at about 
half the usual rate. 

5. The wartime shift affected both func- 
tional and organic cases (Figure 4) and es- 
pecially psychoses of the senium. It fol- 
lowed a nonspecific distribution. The 1955-56 
change was much more selective. It involved 
functional cases strongly and organic cases 
much less. It was not limited, however, to 
categories where drug therapy could have 
been expected to exert a strong influence and 
the increase in geriatric and alcoholic cases 
was less than expected in the state hospitals 
(Figure 4). 

These lead to two inferences: (1) the 
population fall of 1955-56 was due to the 
coexistence of two favorable factors, a 
stronger specific one due to drug therapy 
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1942-1943 COMPARISON 
NUMBER OF PATIENTS 


537 86 


Fic. 4.—Comparison of change in population in 1942-1943 with 1955-1956. 
New York Civil State Hospitals. 


and a less marked, nonspecific one, perhaps 
of socio-economic nature which was similar 
in distribution but less in extent than that of 
World War II; (2) if this non-specific fac- 
tor should be reversed it might obliterate 
much of the gain due to drugs. The impor- 
tance of this fact for practical planning is 
obvious. 


SUMMARY AND CONCLUSIONS 


In the year 1955-56 the number of patients 
reached by somatic therapy in the mental 
hospitals of New York State was increased 
by some 250% due to the introduction of the 
tranquilizing drugs, chlorpromazine and 
reserpine. At the end of that year the re- 
sidual population of the state hospitals 
showed a fall of some 500 patients in com- 
parison with the increase of 2,500 of the year 
before and the average rise of 2,000 per 
year for the previous decade. More recently, 
figures have become available, indicating that 
similar changes have occurred very widely 
elsewhere. In New York the same trend 


continued during 1956-57, producing a fur- 
ther reduction of some 500. Going on the 
assumption that the cause of the fall of 
population might be reflected to some degree 
in the distribution of the sudden population 
change, we carried out an analysis which 
compared the over-all data for 1955-56 with 
that for the previous year. No difference in 
hospital procedure or method was identified 
except the addition of drug therapy on a 
large scale in 1955-56. 

In addition to comparing 1954-55 with 
1955-56, we also compared the recent popu- 
lation fall with that which occurred during 
World War II. 

From this work the following conclusions 
are drawn: 

1. A major identifiable influence in the 
present trend toward stabilization of New 
York State mental hospital population is the 
large-scale use of tranquilizing drugs, of 
which chlorpromazine now constitutes about 
75%. 

2. In addition, there appears to be a 
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weaker influence of nonspecific distribution 
operating in the state school population and in 
categories of mental hospital patients where 
the drugs have only a restricted and symp- 
tomatic indication. These categories are still 
continuing their long-term increase but the 
rate of growth has diminished. 

3. The 1955-56 improvement was dis- 
tributed as might be expected from clinical 
experience with drugs. It was relatively 
greater among functional cases and cases of 
longer hospital stay, especially schizophren- 
ics. 

4. The present fall of state hospital popu- 
lation in New York differs basically from 
the 1942-43 reduction in: (1) the sudden- 
ness of its development, (2) the fact that 
hospital admissions remained high, (3) its in- 
volving primarily a fall in the residual schizo- 
phrenic population while the war-time change 
involved all categories in a diffuse fashion. 

5. In spite of a marked increase in re- 
leases following large-scale drug therapy, the 
rate of return was slightly less than before. 

6. One of the most outstanding values of 
the use of tranquilizing drugs in mental in- 
stitutions is reflected in the data on restraint 
and seclusion. In two years’ time these fig- 
ures were reduced by 75% .This is only a 
mathematical expression of what has been a 
revolution in the care and treatment of men- 
tal patients. 

7. Our figures do not support the thesis 
that we are at a point where we can expect 
a large-scale reduction of need for mental 
hospital beds. There is reason to believe that 
a downward change in the economic level 
might very well have such a large negative 
effect as to produce again an increase of 
hospital population unless even more effec- 
tive treatment methods are developed. 


DISCUSSION 


Smwney B. Etsen, M.D. (Chicago, Ill.).—Dr. 
Brill ascribes the reversal of the long term trend to- 
wards increasing number of patients in the state hos- 
pital system to the use of chlorpromazine and reser- 
pine. The methodological technique used to prove his 
assumption is that of the “historical control” which 
is certainly a valuable method of study in psychiatry. 
Analogous methodology has been used in clinical 
psychiatric studies of psychotherapy where the vari- 
able leading to change is an interpretation, the pa- 
tient’s reactions before and after the interpretation 


then being compared. Individual hospitals have also 
been studied in this same manner. Greenblatt at 
Boston Psychopathic Hospital compared the func- 
tioning of the hospital before and after the intro- 
duction of an active milieu therapy program. Ham- 
burg and Sabshin carried out the same kind of study 
at Michael Reese Hospital also using the amount 
of seclusion, sedation, and restraint as indices of 
hospital change after the alteration of the hospital’s 
milieu. Today’s report shows a very valid extension 
of this principle to the study of a whole hospital 
system, The authors compare the population pat- 
terns before and after the initiation of large-scale 
tranquilizer use and relate these changes to the pos- 
sible effects of the drugs. 

However, there are certain limitations to the 
method of historical control whatever its focus, be 
it the individual, the hospital, or the entire hospital 
system. The most important limitation has tradi- 
tionally involved the omission of unexpected and 
unlooked for variables which only later, if at all, 
are deemed to play a significant part in the change. 
The authors make the statement, “We know of no 
other major change in operating conditions which 
took place in 1955-56.” However, the bias of the 
investigator may be such as to minimize the pres- 
ence of other less pronounced variables because of 
his specific area of interest, or he may oversimplify 
because of the multitude of variables under study. 
We believe that in such a sweeping study as this 
there are many uncontrolled variables. 

A second important problem in the historical con- 
trol method is that of the time required for evalua- 
tion of the variable producing the change. Any 
effort to study hospital population variation must 
use a time span in terms of years if the long term 
nature of fluctuations and patterns are to be under- 
stood. The authors are to be congratulated for the 
manner in which they made use of a previous fall 
in hospital census during World War II in order to 
assess long term population patterns. This compar- 
ing and contrasting of the present change with that 
seen in World War II helps bring to light the 
specificity of this change. But more of a time span 
is needed before the current change can be fruitfully 
compared with previous fluctuations. Is this present 
change of population similar to that seen in World 
War II in being a temporary shift of equilibrium of 
the hospital system, or is it the beginning of a long- 
range trend? This is a question that only the future 
can answer. Dr. Brill implies that the effects will 
be more long term than in World War II since the 
population fall predominate affects the schizo- 
phrenic group, and, it is implied, the treatment is a 
specific one. 

The authors add, however, that the change was 
not limited exclusively to categories where drug 
treatment could have been expected to exert a 
strong influence, and they are led by this to the sup- 
position of a second, concomittant, less marked, 
non-specific factor. They suggest this factor to be 
similar to a “socio-economic” factor involved in the 
patient population fall during World War Il. Un- 
fortunately this socio-economic factor is left unde- 
fined by the authors and is hard to discuss as such. 
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I would like to propose some other factors which 
might have been operative in 1955-56 and played a 
role in the shifting pattern. Some of these factors 
have developed slowly over previous years—others 
are merely glimpses of the future. For example, in 
recent years there has been a growing optimism in 
the treatment of schizophrenic patients with psy- 
chotherapy and sociotherapy. Has this optimism 
taken hold in the New York State Hospital system 
as such, or has it been catalyzed by the tranquilizer 
drugs ? 

Also, while the per capita expenses and the num- 
ber of personnel available in the New York State 
hospitals have remained roughly stable from 1953 
through 1956, there still remains the question of 
changes in the qualitative care received by the pa- 
tients during this time. This is a factor which is 
difficult to measure and likely to vary from hospital 
to hospital. Perhaps an examination of the popula- 
tion fall within the individual hospitals would shed 
further light in this direction. 

The arrival of the tranquilizers on the scene was 
certainly a major new variable, but what about the 
attitudes of personnel to the new drugs? I know 
from experience that in some hospitals the drugs 
were greeted with great expectations, with the feel- 
ing, “Now at last we can finally do something for 
all those patients on our back wards.” Personnel 
then attacked the problem previously appearing so 
hopeless with renewed vigor. Certainly this new, 
expectant attitude on the part of personnel had its 
effect on the patients. Even double-blind studies 
do not entirely limit this effect. Speaking from our 
own experience at Michael Reese Hospital there 
can be no doubt about the attitude of personnel 
affecting the response of patients to various forms 
treatment. As Sabshin and Ramot have reported, in 


our hospital the personnel received news of the 
tranquilizers with disfavor, feeling that here was 
another factor to make only more obscure the pa- 
tient-doctor relationship, Results of treatment with 
drugs at this and other private hospitals failed to 
show the cure rates reported in other studies. 

The issue of personnel attitude raises a number 
of questions. Has there been a rebirth of hope in the 
New York State Hospital system personnel? Can 
this hope be sustained? If the patient population 
begins to climb again, will it be due to a diminution 
of faith in the drugs by the ward personnel? If a 
large number of schizophrenic patients are re- 
admitted in the late 1950's, will this lower staff 
morale? Will “socio-economic” factors be called on 
to explain the patient population rise, if this occurs, 
rather than staff attitudinal change or ineffective- 
ness of drugs? I realize that the methodological 
techniques to answer these questions are enormously 
complex. Nevertheless I raise them because there 
are dangers in prematurely accepting the premise 
that the changes noted in patient population are 
“drug specific.” If the roles of milieu therapy and 
psychotherapy either alone or with drugs are un- 
deremphasized, the current population trend may be 
seriously reversed with widespread return of pes- 
simism in institutional practice. I am confident that 
either explicitly or implicitly they will not be under- 
emphasized and will continue to work in concert 
with somatotherapeutic procedures. 

Please note that I do not say that the drugs are 
not important in the changes reported in this paper ; 
obviously they are valuable. The chief questions I 
raise involve limitations in the historical control 
method when observed over too short a time. and 
with a tendency towards unicausal explanation 
which masks slower moving and subtler changes. 
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TREATMENT OF PARKINSONISM 
PRELIMINARY REPORT ON USE OF PROMETHAZINE ! IN 12 Cases 
ELIERE J. TOLAN, M.D., ann JOHN OLARIU, M.D. 2 


The medical and surgical measures sug- 
gested for treatment of Parkinsonian syn- 
dromes are legion(1, 2) but on the whole 
the results have been discouraging. All treat- 
ment heretofore used has been essentially 
symptomatic. None has significantly altered 
the course of the disease. Since 1947(1-5), 
various antihistamines have been added to 
the therapeutic regimen, administered either 
alone or in combination with antispasmodics 
and vitamins. Some compounds have shown 
more or less promise. A thorough and sys- 
tematic screening, such as that conducted 
with the antimalarial drugs during World 
War II, would be ideal ; but since there are 
thousands of antihistaminic agents and re- 
lated substances, such a procedure would be 
too time-consuming, hence for all practical 
purposes, is impossible. In selecting a po- 
tentially active drug for clinical study in 
Parkinsonism, therefore, one must be guided 


Chlorpromazine Hydrochloride 
Fic. 1 
1 Phenergan® Hydrochloride Tablets, Prometha- 
zine Hydrochloride, were supplied by Wyeth Labo- 
ratories. 
2 Address: Hawthornden State Hospital, Mace- 
donia, Ohio. 
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by reasoning based on the information cur- 
rently available concerning the pharmacologi- 
cal effects of the compounds known to be 
active on the particular levels of the central 
nervous system involved. 

Certain of the compounds derived from the 
phenothiazine nucleus have shown a definite 
action upon the extrapyramidal system, re- 
ticular activating substances and related 
areas. Parkinsonian symptoms not infre- 
quently have developed during medication 
with chlorpromazine (fig. 1), as well as with 
Rauwolfia. Promethazine (fig. 2) was chosen 
for this investigation because 1. the com- 
pound has a definite atropine-like action, and 
2. has shown ability to control the Parkinson- 
like syndrome resulting from medication 
with chlorpromazine and reserpine. 


METHOD 


Twelve institutionalized white patients (7 
males, 5 females) were treated with pro- 
methazine by mouth. Four were 37 to 48 
years old, 5 were 53 to 69, and 3 were 75 to 
80. All were suffering from advanced Par- 
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kinsonism. The etiologic types, as nearly as 
could be ascertained, were as follows— 


Parkinsonism associated with 
cerebral arteriosclerosis ..... 5 
Postencephalitic 
Parkinsonism ..... 2 
Idiopathic Parkinsonism ...... 5 


12 


Four patients(1, 4, 7 and 8) had been 
treated previously with mephenesin, a com- 
bination of hyoscyamine hydrobromide, atro- 
pine sulfate and scopolamine hydrobromide, 
trihexyphenidyl, diphenhydramine hydro- 
chloride and reserpine, singly or in various 
combinations, with no benefit. 

Medication with promethazine was fairly 
uniform for the group. High dosage was 
not used, since it was desired to determine 
whether a measure of improvement could be 
obtained with conservative doses, from which 
side effects would not be expected. All but 
I patient received 12.5 mg. two or three 
times a day initially (no. 4 was started on 25 
mg.). The dose was then increased to 25 
mg. three times a day, which was continued 
for 3 to 15 weeks. Duration of treatment 
for each patient totaled 2 to 16 weeks. Six 
patients are still receiving the medication. 

For comparison, 37 patients suffering from 
various other mental disorders, including 
Alzheimer’s disease and Huntington’s 
chorea, were treated with promethazine in 
the same dosage. Medication was continued 
for an average of 16 weeks. 

Evaluation of response-—The difficulty 
of accurately and scientifically appraising 
changes in the protean symptomatology of 
Parkinsonian syndromes as a result of ther- 
apy is well known to all workers in the field. 
We did not try to use electronic devices, as 
described by Agate and co-workers(6), be- 
cause the patients were all mentally deficient 
or disturbed, so that little or no cooperation 
could be expected. Moreover, any emotional 
response evoked by the procedure would in- 
fluence the apparent results. For example, 
some patients deliberately exaggerated their 
tremors and rigidity to gain more attention ; 
others tried to control their symptoms as 
much as they could to please the examiner. 
In this series every sign and symptom was 


evaluated repeatedly, both by watching the 
patients while they were unaware of observa- 
tion, and by direct examination while striving 
to distract their attention from the body 
parts under scrutiny. 


RESULTS 


Eleven of the 12 patients (91%) showed 
definite evidence of improvement (Table 1), 
which was not limited to motor activity alone, 
but in most cases involved speech, mood, 
thought content, mental ability, appearance, 
orientation and various other spheres in 
which there had been severe deterioration. 
The dramatic alteration in the clinical picture 
seen in case I is described in detail in Table 1. 
Even the visual acuity of this patient was 
remarkably enhanced. The same outline was 
used in evaluating the response of the other 
patients, but for these only the most cleariy 
defined evidences of benefit are recorded. 

Pronounced improvement was seen in 4 
patients. Grouped as to probable etiology, 
the clinical types were as follows— 

Arteriosclerotic—patients 1 and 2, treated 
for a total of 6 and 5 weeks respectively. 

Postencephalitic—patient 3, treated for a 
total of 16 weeks. 

Idiopathic—patient 4, treated for a total 
of 13 weeks. 

Moderate improvement occurred in patient 
5, whose disease was probably of arterio- 
sclerotic origin. Treatment was continued 
4 weeks. 

Six patients showed slight improvement. 
The etiologic types were as follows— 

Arteriosclerotic—patients 6 and 11, treated 
for 2 and 4 weeks respectively. 

Postencephalitic—patient 8, treated for a 
total of 8 weeks. 

Idiopathic—patients 7, 9 and 10, treated 
for 8, 4 and 2 weeks respectively. 

The one failure occurred in case 12, of 
idiopathic type. This patient was treated for 
16 weeks. 

In the group treated for comparison the 
results were uniformly disappointing. No 
benefit whatsoever was obtained from medi- 
cation with promethazine in any of the pa- 
tients suffering from mental disturbances not 
associated with Parkinsonism. 

No side effects developed during this 
study. 
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DISCUSSION 


We consider these results remarkable, not 
because of the high percentage of general 
improvement but because of the unusual de- 
gree of benefit obtained in one-third of the 
cases. 

No explanation of the results can be of- 
fered at this time. The widespread clinical 
changes may possibly be related in some way 
to prevention of edema by decrease of capil- 
lary permeability. 

In view of these preliminary findings it 
is suggested that promethazine be given a 
more extensive trial in Parkinsonian syn- 
dromes and the mental disturbances associ- 
ated with Parkinsonism, especially in the 
aged and in cases of arteriosclerotic etiology. 


SUMMARY 


Parkinsonism presents a notoriously dis- 
couraging therapeutic problem, since no 
treatment heretofore employed has signifi- 
cantly altered the course of the disease. Re- 
cent work with antihistamines suggests that 
certain of these compounds may have value 
in the Parkinsonian syndromes. 

Promethazine chemically resembles chlor- 
promazine, which is known to be active upon 
the extrapyramidal system and related areas. 
It was decided to investigate the potential 
value of promethazine since it was believed 


that the compound might also affect the ex- 
trapyramidal structures but in a different 
way. 

Twelve patients with advanced Parkinson- 
ism (associated with cerebral arteriosclerosis 
in 5, of the postencephalitic type in 2, and 
of the idiopathic type in 5) received pro- 
methazine in conservative dosage by mouth 
for periods totaling 2 to 16 weeks. 

Among the patients with Parkinsonism, 
Ir (91%) showed some evidence of im- 
provement, which was not limited to motor 
activity alone but in most cases involved 
other physical and behavioral spheres in 
which there had been severe deterioration. 
One-third showed clinical change of an un- 
usual degree. 

Further study of promethazine in Parkin- 
sonian syndromes and the associated mental 
disorders is suggested, especially for aged 
and arteriosclerotic patients. 
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MEPROBAMATE ‘—A CLINICAL STUDY 
ABRAHAM GARDNER, 


During the past 2 years, a group of new 
drugs has provoked considerable interest. 
These include the so-called tranquilizers, 
ataraxics and non-barbiturate sedatives. Dur- 
ing this period I have treated and prescribed 
these drugs for approximately 300 patients 
in whom tension or anxiety reactions pre- 
dominated. 

In the Journal of the American Medical 
Association of April 30, 1955, there appeared 
articles by Selling(1) and Borrus(2) re- 
garding a new tranquilizer, ‘“Miltown.” 
These articles presented such impressive sta- 
tistics and optimistic attitudes regarding this 
drug that I decided to make my own clinical 
investigation of its effects. This study was 
carried out over a period of one year in a 
series of 109 patients. 

Meprobamate (2-methyl-2-n-propyl-1,3- 
propanediol dicarbamate) is related to me- 
phenesin(3) a drug which produced some 
relief of anxiety symptoms, but was incon- 
sistent and transient in its effects. A long 
series of compounds was prepared in an ef- 
fort to overcome these defects(4, 5), and 
meprobamate is the most recent modification 
of this series(6). Pharmacological studies 
showed that, in addition to producing a pro- 
found tranquilizing effect without impair- 
ment of alertness, the drug was long-acting 
and consistent in its results(7, 8). 


PROCEDURE 


When a patient visits his physician he is 
entitled to as prompt relief or alleviation of 
distress as can be provided. Such sympto- 
matic relief also facilitates psychotherapeutic 
procedures. The patient whose attention is 
largely taken up with his symptomatology 
often finds it quite difficult to cooperate in 
psychotherapy. When his symptoms are 
somewhat relieved, however, he may become 
much more hopeful of receiving further 
help, and thus be encouraged to continue 
with his full program of treatment. With 


1 Miltown, supplied by Wallace Laboratories. 
2170 Ocean Street, Lynn, Mass. 


524 


the aim, therefore, of bringing about symp- 
tomatic improvement as rapidly as possible, 
I have made free use of the amphetamines 
and barbiturates in past years and, more re- 
cently, of the tranquilizers, the non-barbitu- 
rate sedative, and meprobamate. 

In the present series of 109 cases, I kept 
all circumstances of therapy as nearly con- 
stant as possible by continuing all procedures 
as before, except that in place of the bar- 
biturates or other sedatives or tranquilizers, I 
substituted Miltown. 

At first I prescribed doses of 400 mg. 4 
times a day, then eliminated one of the doses, 
and finally decided upon a dosage which I 
consider optimal for initiating this medica- 
tion; that is, 200 mg. 3 times a day after 
meals and 400 mg. at bedtime. I arrived at 
this dosage after observing that at the origi- 
nal dose level about 15 percent of the pa- 
tients complained of heaviness of the ex- 
tremities and head, or drowsiness. At the 
lower dose level these side effects did not 
occur. 


RESULTS 


Evaluations of the results of Miltown 
treatment have been based on 2 criteria: 
1. degree of relief of symptoms, and 2. de- 
gree of improvement in social and economic 
adjustments. Patients were rated as greatly 
improved (2+) when remission of symp- 
toms was nearly or very nearly complete and 
adjustment was good; satisfactorily im- 
proved (1+) when patients experienced a 
comfortable easing of symptoms and an es- 
timated 75% improvement in overall ad- 
justment ; and unimproved (0) when the de- 
gree of improvement was estimated as less 
than 75%. 

Results of treatment are tabulated ac- 
cording to these criteria in Table 1. Anxiety 
reactions have been classified as “acute” 
when they were of less than one year’s dura- 
tion; “chronic” when the illness had existed 
for longer than one year. All cases of alco- 
holism were either underlaid by anxiety and 
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TABLE 1 


ReEsutts OF TREATMENT OF 109 PsYCHIATRIC PATIENTS WITH MEPROBAMATE (MILLTOWN) 


Average 


duration of 


Diagnosis illness 

Acute anxiety reactions 3-5 mo. 
Chronic anxiety reactions 
Psychoneurosis mixed types 
Posttraumatic neurosis 
Alcoholism 
Premenstrual tension 
Schizophrenic affective disorder. . 
Obsessive compulsive neurosis ... 
Hypochondriasis 
Tinnitus aurium with secondary 

anxiety reaction 


tension, or suffered such reactions during 
withdrawal. 

lt will be seen that Miltown was most ef- 
fective in the acute anxiety reactions where 
89% of patients experienced satisfactory 
improvement or near remission. The chronic 
anxiety reactions responded somewhat less 


often—78% of cases—and a larger propor- 
tion had to be rated 1+ than in the case of 
the acutely anxious patients, where 2+ im- 
provements predominated. Other categories 
appeared to respond best to the extent 
that anxiety and tension were prominent 
symptoms. 

Because of its muscle relaxant action, 
meprobamate is very effective in reducing 
tension. It is also effective in enabling most 
patients to enjoy what appears to be quite 
normal sleep, without drugged feeling of 
after-effects. My impression is that the drug 
encourages better sleep patterns by easing 
tension throughout the day, rather than by 
direct action as a hypnotic. 

Most patients who were helped by Mil- 
town noted significant improvement within 
3 days to one week. As would be expected, 
however, chronically disturbed patients 
needed to continue to take the medication for 
longer periods, on the average, than acute 
patients in order to stabilize their gains. 
Three patients noted improvement during 
the first week but were unable to maintain 
this improvement and so were classed as 
unimproved. 


Degree of improvement 


Satis- 
Average Greatly factorily Unim- Percent 
duration of improved improved proved (2+) & 
medic. 2+) 1+) (0) (i+) 


2-6 wk. 890 
78 
70 


8 | 


SIDE EFFECTS 


As mentioned above, drowsiness occurred 
in some patients when the dosage was too 
high. Further inquiry into this complaint 
led me to the conclusion that what was really 
meant was a feeling of heaviness of the head 
and extremities, and a kind of “grogginess.” 
These sensations were, in my opinion, due 
to the muscle relaxant effect of the drug. 
This action, which is a unique property of 
Miltown, undoubtedly gives it special value 
in relieving tension and inducing sleep. In 
excess amounts, however, this relaxation 
makes certain patients uncomfortable and 
more or less insecure in their regular activi- 
ties, such as driving their cars or working 
at machines in factories. Fortunately these 
effects are avoidable by reducing the dosage. 

To date no other side effects have been 
observed. There were no disturbances of 
the blood picture, and thus far no suggestion 
of addictive dependency. 


DISCUSSION 


Since Fabing(g) first suggested the term 
“ataraxic” to describe the group of drugs 
producing “freedom from confusion” and 
“freedom from disturbance of mind or pas- 
sion,” our experience with these drugs has 
substantially increased. It seems to me that 
the time has arrived when clarity would be 
served by distinguishing 2 classes of drugs 
according to the two meanings in Fabing’s 
definition. 


2 wk. 5 2 
2 wk. 6 
2 wk. I — 
2 wk. 2 
6 wk. _— I — 
48 39 80 
| 
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MEPROBAMATE—A CLINICAL STUDY 


There are, on the one hand, drugs which 
primarily free the mind from confusion. 
They are of greatest use in the psychoses 
where they show specific blocking action 
against delusions, hallucinations and other 
abnormal mental states. They produce a kind 
of “insulating” effect which makes the pa- 
tient indifferent to the stimuli in his environ- 
ment. Chlorpromazine and reserpine fall into 
this category of drugs, and it is suggested 
that the term “‘ataraxic” be reserved to de- 
scribe this group only. 

Miltown belongs in a different category. 
This drug produces very little effect on psy- 
chotic confusion, but successfully controls 
the “disturbance of mind or passion” which 
is characteristic of the neurotic anxiety state. 
Miltown does not have the insulating effect 
on patients that can be observed in the 
ataractic drugs. On the contrary, under 
suitable dosage the patient best describes 
himself as feeling “normal.” He experiences 
a sense of relief that he can function like his 
old self again. The term “tranquilizer” 


might well he reserved for drugs having this 


normalizing effect. 

Miltown would seem to me to be practi- 
cally the ideal drug for treatment of the 
disturbed neurotic patient. It effectively 
allays tension and anxiety without produc- 
ing central sedation or hypnotic effects. It 
has no significant side reactions ; and so far 
as I could observe, it produced no tendency 
to habituation or addiction. 


SUMMARY AND CONCLUSIONS 


A study was carried out using meproba- 
mate (Miltown) with 109 psychiatric pa- 
tients over a period of one year. It was 
found to be a rapidly acting, safe and effec- 
tive drug, of distinct benefit in those emo- 
tional disturbances which are characterized 
by the prominence of tension, anxiety and 
their related symptomatic expressions. 
Eighty percent of patients benefited from 
Miltown in relief of symptoms and over- 
all adjustment. Greatest improvement was 
observed in the acute anxiety reactions where 
89% were relieved. Drowsiness in over- 
dosage was the only side effect noted. Blood 
changes did not occur. The author feels that 
Miltown is a very satisfactory medication 
for symptomatic relief of tension and 
anxiety syndromes, and facilitates other psy- 
chotherapeutic procedures. 
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HYSTERICAL STIGMATIZATION 
JOSEPH E. LIFSCHUTZ, 


The purpose of this paper is to review the 
history of stigmatization, and to report a 
case in a patient whose state was not asso- 
ciated with religious ecstasy. 

Cases of stigmatization may be divided 
into two groups, religious and non-religious. 
As Ferenczi(5) put it, “... the word 
‘stigma’ is historically of clerical origin and 
formerly indicated the amazing fact that the 
wound marks of the Christ were transferred 
to believers by the efficacy of fervent prayer.” 
Klauder notes that “Stigma, a Greek word, 
means a spot, a sign, a wound or mark 
branded on a slave. In a figurative sense the 
word has been used to signify the counter- 
parts of the five wounds in Christ’s body ap- 
pearing on persons affected in a particular 
way by the Passion.” 

The first person, and the most famous one, 
known to have experienced stigmata was St. 
Francis of Assisi. According to the Encyclo- 
paedia Brittanica, 1953 edition(2), St. Fran- 
cis was born in 1181, son of a wealthy mer- 
chant. “He was the recognized leader of the 
young men of the town in their revels, 
though he was always conspicuous for his 
charity to the poor.” After a serious illness 
at the age of 21, and after a particular epi- 
sode of revelry, his friends found him “in a 
trance, a permanently altered man.” He de- 
voted the remainder of his life ministering 
to the sick and unfortunate, and died at the 
age of 45 on October 3, 1226. 

Two years before his death Francis went up 
Mount Alverno in the Apennines with some of his 
disciples, and after forty days of fasting and prayer 
and contemplation, on September 14, 1224... ‘he 
had a vision: in the warm rays of the rising sun 
he discerned suddenly a strange figure. A seraph 
with wings extended flew toward him from the 
horizon and inundated him with pleasure unutter- 
able. At the center of the vision appeared a cross, 
and the seraph was nailed to it. When the vision 
disappeared Francis felt sharp pains mingling with 
the delights of the first moment. Disturbed to the 
center of his being he anxiously sought the meaning 
of it all, and then he saw on his body the Stigmata 
of the Crucified.’ The early authorities represent 


1 Address: 43 Moraga Highway, Orinda, Calif. 


the stigmata not as bleeding wounds, but as fleshy 
excrescences resembling the nails... . 

Francis was so exhausted by the sojourn on 
Mount Alverno that he had to be carried back to 
Assisi, His remaining months were spent in great 
bodily suffering, and though he became almost blind 
he worked on with joyousness(2). 


A description such as this gives us insight 
into the personality of St. Francis, and the 
total dedication of his life to his work. It 
helps explain the powerful emotional forces 
leading to the stigmata. As the author of the 
Encyclopaedia Brittanica article puts it, 
“Probably no one has ever set himself so 
seriously to imitate the life of Christ and to 
carry out so literally Christ’s work in Christ’s 
own way.” 

Since St. Francis there have been over 300 
reported cases of stigmatization, the great 
majority of them in women. The authen- 
ticity of many of these remains in question, 
some undoubtedly being cases of self-in- 
flicted wounds. Perhaps the most famous re- 
cent case is that of Therese Neumann of 
Konnersreuth, Germany. There are abun- 
dant, carefully documented reports in the 
medical literature concerning this case, and 
to the best of my knowledge Therese Neu- 
mann is still living. She was born on Good 
Friday, April 8, 1898, and received the first 
stigmata on the upper surface of her hands 
and feet on Good Friday, April 2, 1926. It 
is interesting to note that this was 6 months 
before the 7ooth anniversary of St. Francis’ 
death, and one may speculate whether The- 
rese was aware of any preparations in her 
community or in Germany to commemorate 
the anniversary. Some commemorations did 
take place, as noted in an article by E. B. 
Krumbhaar in the Annals of Medical His- 
tory in 1927(8). 

Perhaps the most extensive report in the 
English literature on Therese Neumann is 
that of Joseph V. Klauder(6), an American 
dermatologist. He examined her about 20 
years ago, and gives us the following report 
concerning her. Ewald, quoted by him in 
several places, is a professor of psychiatry 
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who had close contact with Therese Neu- 
mann. 


In March 1918 a fire occurred in the barn of a 
neighbor of Therese Neumann’s employer. When 
engaged in carrying buckets of water she suddenly 
felt a cramplike pain in the back. From this time 
she felt pain when she attempted to lift a heavy 
object, lost appetite, had insomnia, walked around 
slowly and was unable to work. She was hospital- 
ized for six weeks—the diagnosis was hysteria after 
shock. . . . She acquired the conviction that she was 
ill. After discharge from the hospital she was not 
entirely well and she was able to do only light 
housework. 

In the summer of 1918 she complained of shim- 
mering light in the field of vision, and vision be- 
came impaired. In October, 1918, when attempting 
to lift a heavy object, she overexerted herself and 
from then on was unable to walk. She became so 
ill that her parents thought she was going to die. 
Vision was much impaired, When an attempt was 
made to perform an ophthalmoscopic examination, 
she had what was regarded as an hysterical con- 
vulsion. Her physician, to appease her, told her 
that a vertebra was probably displaced. No roentgen 
examination was made. All subsequent examina- 
tions showed the spine to be normal. About Jan- 
uary 1919 she applied for accident insurance and 
was given the usual accident rate. 

She became bedridden, paralyzed, blind and for 
about one week completely deaf. . . . She vomited 
blood and bled from the ears... . 

From 1920 to 1925 she had no medical attention 
but was nursed by her parents. According to Ewald, 
she was frequently visited by her parish priest, who, 
Ewald stated, may have pointed out to her the 
sufferings of Christ, so that Therese longed to 
emulate the sufferings of the martyrs and bore her 
sufferings with a glad heart. 

During the time of her illness her father had 
rheumatism. Therese asked her pastor if she could 
pray to little St. Therese that she might suffer 
instead of her father. Soon thereafter she had 
rheumatic pain in the left arm, and it became flexed. 
It remained this way for three months. In 1922 a 
young seminarian had some pharyngeal affliction 
which threatened to interfere with his studies. 
Therese prayed to her patron saint, little St. 
Therese, that she might suffer in place of the 
seminarian. The following day she experienced 
difficulty in swallowing, which persisted. . . . 

According to Ewald, the time was appropriate 
for her cure, since she emulated the example of the 
saints. If the saints could cure others, then she, 
who took the sufferings of others on herself, could 
be cured. ... On the day that little St. Therese 
was beatified, April 29, 1923, Therese Neumann was 
suddenly cured of her blindness. Two years later, 
May 17, 1925, she had a vision in which little 
St. Therese revealed to her the possibility of cure. 
. . « She sat up in bed and said that she had talked 
with St. Therese and that she could now walk. 


She got out of bed and with some support walked 
around the room... . 

Physical Examination—The physical examina~ 
tion gave essentially negative results... . 

The Stigmas.—The time of the first appearance 
of the stigmas on the dorsa of the hands is obscure. 
Apparently they appeared suddenly. . . . There was 
no prodromal pain. The patient denied knowledge 
of the stigmas of Louise Lateau and of Katherina 
Emmerich. Soon after the appearance of the 
stigmas she began having trances and ecstasies, 
and at that time bloody tears first appeared; later 
new stigmas appeared over the heart and on the 
feet. On Nov. 6, 1926, during ecstasy, bleeding ap- 
peared on 3 places of the scalp. Now there are 8 
places. After 1927 stigmas appeared on the palms 
and the soles. In the beginning there was a constant 
but slow oozing of blood from the stigmas; later 
only some of them bled, and only on Friday. Dur- 
ing the Passion of the Holy Week there was bleed- 
ing from all the stigmas. 

As recorded by Ewald, the stigmas were not 
penetrating wounds, although there was a sub- 
jective sensation of penetration... . 

The Ecstasy—...the ecstasy began every 
Thursday between 11 and 12 o'clock and lasted 
until Friday afternoon. Therese would awaken 
suddenly from sleep, partly sit up and remain mo- 
tionless for a short period. She would become 
deadly pale, with eyelids half closed and hands 
stretched out; blood tinged tears would run down 
her face and clot on her chin and neck. After five or 
ten minutes she would sink back into the pillows 
and appear exhausted. ... When asked questions 
she would describe in a low voice what she had 
seen. Apparently she would live the whole scene at 
Calvary, following Christ at each step. In the final 
hour, when she would experience the Crucifixion, 
she would sit for the whole hour in a half-upright 
position, with arms extended and eyes wide open 
and staring. ... 

She described her visions as not like pictures, 
but as vivid and colored. Her description of Jerusa- 
lem is said to be accurate. The Aramaic dialect is 
said likewise to fit properly the person whom she 
quotes (6). 

To my knowledge these descriptions have 
not appeared in the American psychiatric 
literature. The case of Therese Neumann, 
showing such extraordinary suggestibility, is 
reminiscent of severe cases of hysteria re- 
ported by Freud, and by Charcot and Bern- 
heim. 

In 1943 William Needles(10) reported a 
case of observed stigmata occurring in the 
course of psychoanalysis. There are only the 
most scattered reports of stigmatization oc- 
curring not in association with religious ec- 
stasy. Needles’ case, being observed directly 
in analysis, is more unusual still. 
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His case was of a man, age 31, in analysis 5 
months, who on 3 occasions was noted to bleed from 
the pores of his hands. Needles was able to re- 
late each episode of the bleeding to an immediately 
preceding conflictual situation, in each case stirring 
up Oedipal strivings, fantasies and guilt feelings. 
“All three episodes of stigmatization were pre- 
cipitated by situations reminiscent of the Oedipus 
... Their (the stigmata’s) psychological impor- 
tance is their significance to the patient to whom 
they meant blood... (He was) constantly re- 
coiling from and punishing himself for his ag- 
gressive tendencies.” This patient, by the way, was 
not a Catholic. 


Needles notes other cases of non-religious 
stigmatization. A girl who saw her brother 
punished by having to run a gauntlet soon 
thereafter exhibited bleeding on her back at 
the same site as her brother’s wounds. The 
witness of an encounter between a French 
and Russian soldier became terribly fright- 
ened and soon developed bleeding wounds 
corresponding in location to those of the 
French soldier. According to Klauder, in the 
days of Liebault, Charcot and Bernheim 
when hypnosis was much in vogue, all varie- 
ties of cutaneous lesions—erythema, vesicles, 
bullae, papules, lesions resembling burns, ec- 
chymoses, bloody exudates from previous 
dermatographia—were all reported as pro- 
duced through suggestion in hypnosis. 

Helene Deutsch(1) describes similar der- 

matologic manifestations of converted sexual 
impulses. 
We often find such manifestations of repressed 
onanism in analysis, sometimes as disturbances in 
the motor, and sometimes in the vaso-motor, sphere. 
I have often seen cases in which the patient’s hand 
would swell up and become red whenever his as- 
sociations led him to memories of repressed mastur- 
bation. Such a symptom represented a kind of 
shame-reaction, like, say, blushing, and contained 
also a self-betrayal, a self-reproach in the face of 
the analyst(1). 


At this point I should like to report a case 
of non-religious stigmatization of a specific 
kind. 


This was a patient I saw only 4 times, and in 
whom the stigmatization was not observed, but re- 
ported from her past. The patient was a particu- 
larly sober and serious-minded person, and there 
was little question in my mind concerning the 
authenticity of her report. Her stigmatization fits 
in well with her personality functioning, and I take 
her report to be authentic. 

She was a 46 year old white married telephone 
company worker who presented herself for sleep- 


lessness, depression and gastric distress. She was 
married for the third time. Her first marriage ended 
with her husband’s death from cancer after 14 
years of happy marriage. She was 38 at the time. 
She married again briefly and unhappily 2 years 
later, and had at the time I saw her been married 
3 years, happily, at least on the surface. There were 
2 sons from the first marriage. 

Her religious history is significant. She was one 
of 11 children, raised in a big city, in an Italian 
Catholic family. Her mother became deaf at her 
birth. Her father was extremely cruel and tyran- 
nical to the mother and all the children, beating 
them unmercifully. She and her siblings would 
call in the authorities after these beatings but her 
father was never prosecuted. 

She was raised rather perfunctorily in the 
Catholic faith. Father never attended church and 
neither did mother, being deaf. At the age of 11 
the patient began working in the garment industry, 
and at the same time, on her own initiative, with 
little family opposition, she joined the Congrega- 
tional Church, Her first husband and children were 
Congregationalists, and there was complete re- 
ligious harmony in their home. Her present mar- 
riage was to a Catholic, and it was my impression 
that her anxiety and tension symptoms for which 
she came to me were due to her inability to follow 
the Catholic faith. She was trying to live as her 
husband wanted her to, but yearned for the placid 
days when the family members were all Congre- 
gationalists, and lived harmoniously. She had a 
previous episode of depression requiring shock ther- 
apy in May 1955, 2 years after her third marriage, 
and she came to see me in May 1956. Our brief 
contact with her ended because of a serious inter- 
current eye disease that prevented her returning to 
me. I had worked out with her the clear religious 
conflict, and she felt she could only be happy in the 
faith of her choosing, rather than her husband’s. 
She intended to return to the Congregational 
Church, and she said her husband would agree to 
this if it would restore her mental and emotional 
balance. 

When she was 13, the patient’s father scratched 
her down her back with his fingernails, leaving 3 
long scars. These healed over in time. Four years 
later, at the age of 17 she had left home because of 
her father’s brutality, and was living in the country 
with her brother. I am not sure for how long she 
had not seen her father, but it is my impression it 
was many months, perhaps over a year. Somehow 
her father found out where she was, and announced 
he would pay a visit. The patient reports now that 
as the time of his visit approached, her old back 
scars, which had been healed for 4 years, would 
redden and bleed. Her conscious affect at the time 
was one of fear of her father. When he did arrive 
he was no longer cruel to her or her brother. This 
reddening and bleeding of the three old healed scars 
would recede spontaneously, but these episodes re- 
curred several times, each with the anticipation of a 
visit from father. 

Again I must say that the sobriety and care to be 
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HYSTERICAL STIGMATIZATION 


explicit and correct that this patient exhibited in- 
creases the probability of her stigmatization. This 
case is slightly different from others reported, in 
that there was a past specific physical trauma to 
which the hysterically induced bleeding attached 
itself. Yet it seems to me that such bleeding, 4 years 
after a physical trauma, can be considered a type 
of stigmatic bleeding. 


It is unfortunate that no further data are 
available concerning this patient, and that we 
can only hypothesize concerning the psycho- 
dynamics of her stigmata. She may have 
identified the authoritative childhood Church 
with the authoritative father, both of whom 
she rejected. Her bleeding, however, need 
have had nothing to do with the Church, but 
may have been an expression of the repressed 
incestuous Oedipal fantasy so characteristic 
of hysteria. The rape did symbolically occur, 
at the age of thirteen, in the father’s sadistic 
attack, 

A final point is of interest. After years 
of saying in her adult life, “I’ll never help 
him,” when her father was seriously ill in 
November 1955, she donated blood to him. 

To pursue further the psychodynamic im- 
plications of stigmata in general, we quote 
Ferenczi(5) as follows: 


. common to traumatic hemianesthesia and hemi- 
anesthetic stigmata is the exclusion from conscious- 
ness of touch stimulation, along with the preserva- 
tion of the other psychic uses of this stimulus. We 
saw in the anxiety hysteric that the insensibility of 
one half of the body was used to employ the un- 
conscious sensations ... for the ‘materialization’ 
of the Oedipus phantasy. . . . 

Hysterical stigmata signify the localization of 
converted excitement masses at parts of the body 
which, in consequence of their peculiar suitability 
for physical predisposition, are easily placed at the 
disposal of unconscious impulses, so they become 
‘banal’ companion manifestations of other hysterical 
symptoms ideational in origin. 


And as Fenichel(4) so succinctly puts it: 


Monosymptomatic hysterias frequently demonstrate 
Ferenczi’s conception of hysterical ‘materialization’ 
and ‘genitalization.’ Repressed thoughts find their 
substitute expression in a material change of physi- 
cal functions, and the afflicted organ unconsciously 
is used as a substitute for the genitals. This ‘geni- 
talization’ may consist of objective changes within 
the tissues, for example, hyperemia and swelling, 
representing erection; or it may be limited to ab- 
normal sensations imitating genital sensations. The 
so-called stigmata belong to this category. 


With regard to the transparently converted 
sexual impulses involved in such hysterical 
reactions, one may recall a time in religious 
history when such unconverted impulses 
were most directly expressed. The historian, 
Herbert Muller(g) notes: 


Also touching are the innocent but passionate yearn- 
ings of medieval nuns, who wrote constantly of 
‘panting with desire’ for the God incarnate, and of 
their intimate ecstasies when the desire was fulfilled. 
Mary of Ognies spent thirty-five days in silent 
trance, broken now and then only by the words ‘I 
desire the body of our Lord Jesus Christ.’ The 
saintly Luitgard of Tongern had more rapturous 
transports; ‘I am my Beloved’s,’ she exclaimed, 
‘and His desire is towards me.’ Sister Mechthild of 
Magdeburg had glowing visions of the ‘beautiful 
Youth Christ,’ who spoke to her in lovers’ language 
and called her to the ‘couch of love.’ ‘I am a full- 
grown bride and will have my Bridegroom,’ she 
rhapsodized; and in her supreme ecstasies she be- 
came ‘Bride of the Trinity.’ Writing before the 
heyday of Freud, the historian Henry Osborn 
Taylor asked: ‘Are these virgins rewarded in the 
life to come with what they spurned in this?’ 


Hysteria and hysterical stigmatization appear 
to be psychopathalogical entities where the 
conversion of sexual urges are only some- 
what more subtly disguised than these re- 
ports from the medieval cloisters. 


SUMMARY 


The history of stigmatization has fasci- 
nated observers from the time of St. Francis 
of Assisi in the 13th Century to the present. 
That history is reviewed here. Carefully de- 
tailed studies of a modern stigmatized per- 
son, Therese Neumann, reveals a seriously 
disturbed young woman, a severe hysterical 
personality. One even suspects psychotic dis- 
turbances before her stigmatization. 

Far more rare are reports of non-religious 
stigmatization. The most striking report is 
that of William Needles in a case undergoing 
psychoanalysis. The classical psychodynamic 
interpretation of hysterical stigmata by Feni- 
chel and Ferenczi is quoted in which they are 
seen as hysterical “materializations” or “geni- 
talizations.” A non-religious stigmatization 
is reported in this paper, in which the Oedi- 
pal conflicts and ambivalences seem to be di- 
rectly expressed. 
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DIFFERENTIAL EFFECT OF FACTORS IN AN ACTIVITY 
THERAPY PROGRAM? 


DAVID LEVINE, Pu.D., HARRY K. MARKS, M.D., RICHARD HALL, Eb. M.? 


Recent literature stresses two factors in 
activity therapy programs which are likely to 
have an impact on the mental patient. The 
first to receive attention concerns the nature 
of the activity to which the patient is as- 
signed. Huntting and Semrad(1) stress 
the fact that activities for each patient must 
be prescribed on an individual basis. Al- 
though this variable is still recognized as im- 
portant, a second factor, focussing on the 
personality of the therapist, has recently 
overshadowed it in the psychiatric and re- 
habilitation literature. The new emphasis is 
a result of an increased awareness that dis- 
turbances in interpersonal relations are a fac- 
tor in mental illness(2, 3). Despite the ex- 
tensive clinical literature, there are no well- 
controlled studies of either of these factors 
in relation to the activity therapy program. 
The present investigation utilizes a factorial 
design in an attempt to explore simultane- 
ously the effect of different activities and dif- 
ferent therapists on the behavior and symp- 
toms of mental patients. 


HYPOTHESES 


The present study is designed to investi- 
gate the hypotheses that 1. symptomatic 
changes in mental disorder are related to the 
personality of the activity therapist with 


1This study is an Individual Hospital Project 
undertaken in connection with the Veterans Ad- 
ministration Psychiatric Evaluation Project, di- 
rected by Richard L. Jenkins, M. D. We should like 
to express our gratitude to the staff of this project 
for granting permission to use the Symptom Rat- 
ing Scale and the Psychiatrist’s Rating Scale de- 
signed by them; to Mrs. Carola Mann who ad- 
ministered and interpreted the psychological tests ; 
and to the 2 therapists. Also to members of the 
PMR staff and to Miss Adele Matelson, R. N., and 
her staff. 

This paper is published with permission of the 
Chief Medical Director, Department of Medicine 
and Surgery, V.A. who assumes no responsibility 
for the opinions expressed or conclusions drawn 
by the authors. 

2 Dept. of Psychology, University of Nebraska, 
Lincoln, Neb. 
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whom the patient comes in contact, and 2. 
that symptomatic changes in mental disorder 
are related to the nature of the activity to 
which the patient is assigned. 


PROCEDURE 


Eighty functionally psychotic patients on 
an acute intensive treatment ward in a VA 
neuropsychiatric hospital were selected as 
subjects from a ward of about 150 who the 
ward physician felt would remain hospital- 
ized for at least 3 months. The age of the 
subjects ranged from 20 to 61 years, with a 
mean of 36. Total number of months of psy- 
chiatric hospitalization ranged from I to 242 
months with a mean of 52. The subjects 
were matched for age and total number of 
months of previous psychiatric hospitaliza- 
tion, and then randomly assigned to 4 experi- 
mental groups.* All patients were receiving 
some form of tranquilizing medication, pre- 
scribed by the ward physician without knowl- 
edge of the experimental group to which each 
patient was assigned, 

The 4 groups were assigned to 2 therapists 
(2 groups each) who differed markedly in 
their experience, character structure, and at- 
titudes toward people as determined by su- 
pervisors’ ratings and projective tests. On the 
basis of the psychological tests, Therapist A 
was described as “an outgoing, relaxed indi- 
vidual who is interested in people . . . has 
a great deal of energy and enthusiasm and 
sense of humor which is likely to bring forth 
emotional responses from the patients.” 
Therapist B was described as “considerably 
less interested in people . . . preoccupied 
with his inner reactions. . . . He is likely to 
be critical and compulsive . . . his relation- 
ships with them (patients) would be charac- 
terized by distance and lack of emotional 
involvement.” 


8 The subjects were matched in 4 age categories, 
1. 24 and under, 2. 26-35, 3. 36-45, and 4. 46 and 
over, and in 4 length of hospitalization categories: 
1. 4 months and under, 2, 4 to 12 months, 3. 1 to 3 
years, 4. over 3 years. 
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Each therapist saw one group of patients 
on a lawn-mowing detail and the other group 
in an occupational therapy situation (O.T.). 
The patients in the lawn-mowing detail were 
allowed no choice of activity; they were all 
told what to do and when to do it. The pa- 
tients in O.T. had a variety of activities 
(such as wood-working, painting, ceramics, 
metal-work) to choose from, with each pa- 
tient given individual guidance and attention. 
There was ample opportunity for “creative 
self-expression.” Each group was in the ex- 
perimental situation for an entire morning or 
an entire afternoon. The rest of the day’s 
activity was standard for the 4 groups. 

Sixty-two of the original 80 patients com- 
pleted 8 or more weeks in the project. Most 
of the other 18 patients were transferred 
from the participating ward for administra- 
tive reasons. Analysis of the drop-outs re- 
vealed no bias in this regard. 

After 12 weeks, each patient was rated 
by the ward psychiatrist (H.K.M.) on the 
Psychiatrist’s Rating Scale. This scale con- 
sists of 10 sub-scales: readiness for dis- 
charge, withdrawal, depression, disorder of 
thought, suspicion, excitement, unrestrained 
impulsiveness, excessive hostility, somatic 
complaints, and hospital adjustment. There 
were 4 possible ratings on each sub-scale : 


worse 
Of no change 
improved 
much improved 


A Mean Improvement Score on each pa- 
tient was obtained by adding the scores on 
the 10 sub-scales and dividing by 10. The 
rater did not know to which experimental 
group the subject was assigned. 


RESULTS 


As indicated in Table 1, the lawn-mowing 
details showed more improvement than did 


TABLE 1 
MEAN IMPROVEMENT SCORES 
Lawn- 
Therapist Gz.” mowing Combined 
47 74 61 


67 54 


the O.T. groups as measured by the Mean 
Improvement Score. This difference (.67- 
.39) yielded at “t” of 3.11 which is signifi- 
cant at the .004 level.* 

Patients assigned to Therapist A, who 
had been judged a “better therapist,” im- 
proved more than patients assigned to Thera- 
pist B. This difference (.61-.46) yielded a 
“t” of 1.67, which is significant at the .05 
level. (A one-tailed test of significance was 
used here since the direction of the difference 
had been predicted in advance by the super- 
visors and psychologist.) Since all 4 groups 
showed improvement, it would be erroneous 
to conclude that Therapist B did not help 
his patients. The interpretation which is in- 
dicated suggests that, within the confidence 
limits stated, Therapist A’s patients improved 
more than those patients assigned to Thera- 
pist B. 

The sub-scale scores were also analyzed 
and it was found that the greater improve- 
ment shown by the lawn-mowing details did 
not exist with respect to all symptoms. The 
difference between activities was significant 
on the following scales: 


Readiness for discharge. . (P =.o1) 


Withdrawal (P =.01) 
Hospital adjustment ....(P =.02) 
Disorder of thought..... (P & 05) 


Differences on the other scales (impulsive- 
ness, hostility, excitement, and somatic com- 
plaints) were not significant. Patients as- 
signed to Therapist A improved significantly 
more than those assigned to Therapist B on 
the following scales: 


(P =.01) 
Readiness for discharge. . (P =.05) 
Disorder of thought..... (P & 05) 


4It should be noted that Bartlett’s Test of 
Homogeneity of Variance was applied to the Mean 
Improvement Scores as well as to the sub-scale 
distributions. Using .o5 as the required level of 
confidence, it can be stated that there was homo- 
geneity of variance for the Mean Improvement 
Score and all sub-scales, excepting excitement, de- 
pression and hospital adjustment. Analysis of Vari- 
ance techniques yielded no significant interaction 
effects. 
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Ratings on an analogous scale, made at the 
outset of the study, were available for most 
patients on 4 of the 6 symptoms which 
showed _ significant differences between 
groups. Statistical tests (Analysis of Vari- 
ance) revealed no significant initial differ- 
ences between groups in withdrawal, depres- 
sion, thinking disorder or suspicion. It must 
be noted, however, that despite the absence 
of significant differences, the mean score of 
the group which improved most was in the 
direction of least pathology. Although none 
of the statistical tests leads us to believe that 
this constituted a bias, this possibility can- 
not be ruled out unequivocally. 


DIscusSION 


The findings support both hypotheses, i.e., 
symptomatic changes in mental disorder are 
found to be related to both the personality 
of the therapist and the nature of the activity 
to which the patient is assigned. These psy- 
chological variables warrant further investi- 
gation. They are amenable to scientific study 
and appear to be of sufficient importance to 
be reflected in the patient’s behavior, symp- 
tomatology and readiness for discharge. 

The present findings strongly suggest that 
the widespread belief in “creative self-ex- 
pression” as the most valuable therapeutic 
endeavor for hospitalized mental patients is 
in error. There are several possible explana- 
tions for the unexpected finding that “lawn- 
mowing” has a greater impact on the patient 
than “O.T.” 

One possibility was offered by the thera- 
pists who, during the second month of the 
experiment, reported that contrary to their 
expectations, the patients in the lawn-mowing 
details seemed to be improving more than the 
“O.T.” patients. They had the impression 
that more group feeling and more patient 
interaction existed in the lawn-mowing de- 
tails. In the O.T. groups, each patient worked 
alone on an individual project under the 
guidance of the therapist; there was no 
shared work and no common goal as was the 
case in the lawn-mowing groups. During the 
lawn-mowing the patients were usually in- 
structed to work in unison and in a set for- 


mation in order to cover a specified section 
of grass. It seems indicated that further re- 
search in the psychology of group formation, 
group structure and group cohesiveness 
would be important to the planning and ad- 
ministration of mental institutions. 

A second possible factor in the increased 
improvement shown by the lawn-mowing 
groups relates to the dimensions of “work” 
and “play.” It is possible that the patients 
interpreted the lawn-mowing as a necessary 
hospital maintenance job, while “O.T.” was 
seen more as “play therapy.” If this is true 
it may follow that greater ego gratification 
ensued from a real job well done, than from 
“busy work.” 

A third possible explanation is the greater 
need for planning and decision-making in the 
“O.T.” shops. The projects undertaken by 
the patients were difficult and complex ; there 
was, consequently, more chance for errors of 
judgment. These mistakes would often lead 
to frustrating experiences and place the pa- 
tient under great stress. With the lawn-mow- 
ing detail, on the other hand, the patients did 
not encounter this kind of frustration and 
stress. 

The findings also support the notion that 
the personality of the therapist is an impor- 
tant factor in the PMR program. Much 
more research in this difficult and subtle area 
remains to be done. The use of projective 
techniques seems to be worthwhile. 


SUMMARY 


Eighty patients on an acute intensive treat- 
ment ward of a Veterans Administration 
neuropsychiatric hospital were divided into 
4 groups matched for age, diagnosis and 
number of months of previous psychiatric 
hospitalization. Each of 2 trained activity 
therapists took one of these groups daily for 
a half day in a traditional occupational- 
therapy type of situation and one group daily 
for a half day on a lawn-mowing detail using 
hand mowers on the hospital lawn. After 12 
weeks the degree of improvement shown by 
each patient was rated by the ward psychia- 
trist who did not know the assignments of 
the particular patient. 
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The results indicate that the nature of the 
therapeutic activities differed, and that these 
important differences, plus the wide differ- 
ences in the personalities of the therapists, 
greatly affect patient improvement and readi- 
ness for discharge. Patients mowing the 
lawn showed significantly more improvement 
than patients working in O.T. (P=.004). 
It would appear that for the type of psychotic 
patient included in this study, the simple, co- 
operative and useful activity of mowing the 


lawn is more beneficial than the less vigorous, 
more potentially creative, more complex, but 
possibly more isolated activity of individual 
occupational therapy projects. 
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THE SOCIAL MALADJUSTMENT UNIT: A COMMUNITY WIDE 
APPROACH TO THE PROBLEM OF DELINQUENT BEHAVIOR + 


NATHAN BLACKMAN, M.D., THOMAS T. FLYNN, M.D., THOMAS P. MELICAN, M.S. W., 
JOHN G. NAPOLI, Px.D., ann JAMES M. A. WEISS, M. D.? 


It is assumed in current psychodynamic 
theory that delinquent, antisocial, and even 
self-destructive behavior indicates a lack of 
superego strength, a “deficiency in con- 
science.” More recently, Wolff(1) and others 
have suggested that persons exhibiting such 
behavior also manifest an apparent lack of 
group allegiance, a need to deviate from and 
attack social mores. It is difficult to under- 
stand, however, what it means for the de- 
linquent person to exist in our social struc- 
ture with this obvious void, this definite lack 
of social values. How isolated and different 
does this make him? How sensitive does he 
become to his inability to interact? How 
much does an “anonymous” urban existence 
accentuate and deepen his awareness of not 
relating, of remaining isolated(2) ? How de- 
vious and divisive are the efforts of the delin- 
quent to overcome, to shatter this sense of 
aloofness, of being different(3, 4)? How 
important is it for him to deny this latent 
awareness of rampant ambivalence as to spe- 
cial identity, status, and rightfulness in main- 
taining adult roles in the complex, intimate 
and ever-varying relationship between human 
beings (5, 6) ? 

With these considerations in mind, a Social 
Maladjustment Study Unit was organized at 
Malcolm Bliss Psychiatric Hospital and has 
functioned since July, 1956. This unit has 


1 Read in the Psychiatry Section at the oth annual 
meeting of the American Academy of Forensic Sci- 
ences, Chicago, IIl., March 2, 1957. 

2From the Malcolm Bliss Psychiatric Hospital 
and Clinic; the Department of Psychiatry and 
Neurology, Washington University School of Medi- 
cine; and the Department of Psychology, St. Louis 
University; St. Louis, Mo. 

8 The activities of the Social Maladjustment 
Study Unit have been made possible through the 
continuous cooperation and contributions of Drs. 
Gladys Cordero, Rosella E. Jones, and Edith E. 
Trugly (who with the authors have formed the 
core of the Unit) ; of Dr. George A. Ulett, Medical 
Director of the Malcolm Bliss Psychiatric Hospital, 
and his staff; and of the many active participants 
from the community. 
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served as an interdisciplinary research, teach- 
ing and consultation center, focusing on 
problems which are common to psychiatry 
and law; and contributing to the study, un- 
derstanding and eventual social readjustment 
of individuals involved in aggressive anti- 
social or delinquent acts. Emphasis has been 
placed on interrelationships between indi- 
vidual deviant behavior and socio-environ- 
mental factors, and on understanding both 
the intrapsychic determinants and the inter- 
personal and community origins of social 
maladjustment. 

With increasing recognition that individual 
antisocial behavior concerns the community 
as a whole, it became apparent that collabo- 
ration of many disciplines representative of 
the community’s assets would be important. 
This concept of interdisciplinary cooperation 
has been recognized clearly in attempts to 
investigate and control juvenile delinquency, 
but was found to apply equally well in deal- 
ing with adult social maladjustment. The 
community as a whole must contribute 
knowledge and share responsibility. 

In addition to the psychiatric team, there- 
fore, our unit has regularly invited represent- 
atives of other social disciplines in the com- 
munity to participate actively in our weekly 
case presentations. Group representatives at 
these seminars have ranged from judges and 
police officers through teachers, lawyers, and 
ministers, to welfare and social service work- 
ers. By actively utilizing all available com- 
munity resources in the evaluation and treat- 
ment of socially maladjusted persons, the 
study unit has been a potent force in trans- 
mitting to the disciplines represented at the 
seminars, and ultimately to the community 
at large, the concept of total societal concern 
and responsibility for the conditions involved 
in the genesis and continued existence of de- 
linquent behavior. 
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ORGANIZATION AND STRUCTURE 


Referrals to the unit have been made from 
circuit and municipal courts, and from local 
penal, legal and social agencies. Psychiatric 
residents assigned to the unit evaluate each 
patient referred, and select those to be pre- 
sented at the unit seminars. The resident 
then arranges for a complete psychiatric 
work-up and for the presence of representa- 
tives of appropriate community resources at 
the seminars. In addition, the psychiatric 
resident is assigned to the city courts for a 
2 week period, during which time he learns 
the structure of court procedures, becomes 
familiar with the types of cases handled by 
the Courts, and attends all court hearings 
requiring psychiatric testimony. 


CURRENT PROGRESS 


Since the unit started, a large number of 
studies have been completed. Problems in- 
vestigated ranged from sexual deviation 
through attempted suicide to robbery and 
murder. 

Announcements of typical case presenta- 
tions and related comments follow : 


1.—“This patient is a 34-year-old, white male, 
who has had over 40 admissions to City Hospital 
for alcoholism and its complications. This case will 
be discussed with representatives of Alcoholics 
Anonymous, Salvation Army, St. Louis Bureau 
for Men, and the 2 judges of the St. Louis Police 
Court.” 

This patient demonstrated a tenuous relationship 
to his environment, a schizoid character, and a 
repetitive pattern of escape into hospitalization; in 
addition, a paucity of social resources and a lack of 
meaningful interpersonal interactions. Participants 
such as the Salvation Army captain and the A. A. 
leader contributed their experiences in rehabilitation 
work with alcoholics. The emotional components 
of chronic alcoholism, the constant regressivity to 
dependent oral needs, were contrasted with the so- 
cializing pattern of the rehabilitative process. 


The results of group discussion included 
a mutual area of understanding and not con- 
demning, a respect for each other’s field of 
endeavor, and a common, shared and 
thoroughly understood concept of the alco- 
holic, as well as a readiness for future work 
on this difficult problem. 

2.—‘“The case of a 16-year-old boy who stole an 


automobile will be discussed with the boy’s teachers, 
representatives of the Pupil Welfare Department of 


the St. Louis Public School System, and the Ju- 
venile Probation Department.” 

In this case discussion centered about the history 
of a deprived home, an absent father, and a mother 
who never made any emotional investment in the 
children and who constantly placed responsibility 
for their care on social agencies. The patient’s pat- 
tern of acting out, his need to obtain immediate 
gratifications and his inability to plan for long 
term goals were elaborated. 


Participants reviewed the availability of 
treatment facilities in the community. It be- 
came apparent that no place was really 
available for the long term management of 
the unstable juvenile delinquent. Discussion 
of the need for sustained, consistent applica- 
tion of retraining was participated in by the 
ministers, police officers of the Juvenile Di- 
vision, and the parole officer. A common 
meeting ground was achieved in considera- 
tion of the importance of detection and pre- 
vention of community foci of juvenile mis- 
behavior. 


3.—“The case of a 91-year-old man who is senile 
and charged with child molestation will be pre- 
sented. The Medical Director of the Hospital for 
the Criminally Insane, the Circuit Attorney, the 
Circuit Court Judge, and a member of the Social 
Planning Council will participate in a discussion 
of the placement of the senile sex offenders.” 

This case of a senile, regressed, and completely 
confused individual facing court proceedings be- 
cause of child molestation was presented for dis- 
cussion to clarify the problems of court handling 
and disposition of emotionally disturbed senile of- 
fenders. An effort was made to explore the pos- 
sibility of pre-trial investigation, thus avoiding 
criminal proceedings in offenses obviously stemming 
from senile deterioration. 


Subsequent discussion provided an oppor- 
tunity to review the treatment program at 
the Hospital for Criminally Insane, some of 
the legal problems involved in discharging 
criminally insane upon their recovery, and 
means for providing a better follow-up for 
such patients upon their return to the com- 
munity. 

4—“A 25-year-old white male charged with 
murder, whose case presents some of the features 
found in the Durham case, will be presented. Mem- 
bers of the St. Louis Bar will participate in the 
discussion of the psychiatric and legal implications 
of the Durham decision.” 

This patient was an extremely unstable and so- 
cially isolated person, who had been in constant 
clashes with authority since early adolescence. His 
army career was punctuated with repeated acts of 
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insubordination and prolonged periods of hospitali- 
zation (during which a variety of diagnoses— from 
antisocial personality to paranoid schizophrenia— 
were made). Within 3 months after his discharge 
from the army, in the midst of a drunken fracas, 
he slashed to death a bystander. 

The patient was aware all his life of being iso- 
lated, estranged and non-involved in interpersonal 
relationships. He had a constant urge to create 
hostility and to escape from this by becoming a 
public or hospital charge. He trusted no one. He 
resorted to alcohol as a means to lighten this sense 
of isolatedness, but alcohol only brought out surges 
of hostile, destructive behavior, ultimately leading 
. to the present offense of murder. Both the prosecut- 
ing and defense attorneys discussed the applicabil- 
ity of the Durham case decision and the inadequacy 
of the McNaughton rules in this case. The over-all 
philosophy of punishment as a social deterrent was 
thoroughly considered. 


DIscussIoN 


The socially maladjusted person has been 
described as a group deviate who needs total 
community acceptance and understanding in 
coping with his needs. He may well repre- 
sent, in part, a product of the anonymity of 
urban existence. He often demonstrates as 
well a compulsive need to crash through a 
sense of isolation or rejection, which he has 
absorbed from childhood years of being 
shunned, excluded or misunderstood(7). 
Aggressive anti-social acts may be viewed 
as a means for a tenuous identification with 
(and expression of resentment against) so- 
ciety, creating fears and hostilities which sub- 
stitute for—and are easier to cope with than 
—those resulting from earlier frustrating pa- 
rental relationships. 

With these concepts in mind, recent studies 
on the results of prolonged isolation on the 
individual appear to be relevant(8). The 
ability of individuals to survive prolonged 
periods of physical isolation in the Polar 
region or sailing alone in the Pacific seems to 
be related to an element of faith or conviction 
in survival. Stress due to experimental isola- 
tion produces results similar to that following 
natural isolation: that is, if one is alone long 
enough, the mind turns inward and projects 
outward its own contents and processes. 
Here again, as with the prisoners of war in 
Japan or Korea, the crucial factor in sur- 
vival under such extreme stress appears to 
lie in the ability to maintain faith in eventual 


rescue, and also to have others with whom to 
share that hope(1). Thus a sense of identi- 
fication with social groups and their mores 
may provide extremely effective support in 
maintaining a necessary level of morale to 
persevere and eventually to survive. 

Perhaps, then, social maladjustment may 
be related to a degree of isolation and a coin- 
cident need to project out onto the environ- 
ment certain intrapsychic fantasies (just as 
the experimentally or naturally isolated per- 
son projects his hallucinations onto his en- 
vironment). If the socially maladjusted per- 
son is viewed as limited or inhibited in his 
communication with the environment, his 
antisocial behavior might be itself a devi- 
ated form of non-verbal communication, an 
aberrant expression of an urgent need for 
social interaction, and not only an expression 
of his need to invoke punishment or retribu- 
tion. This defect in, or deviation from, the 
usual sense of social belonging will then be 
accentuated in communities which ignore the 
problem or prepare no remedies to meet it. 

Because of his long-standing dependency 
needs and emotional insecurity, the socially 
deviated person is unable to participate in 
group allegiance or social coexistence. His 
arrogant aggressive antisocial acts, intended 
partly as rejecting and punishment invoking, 
and his divisive, evasive dynamic manipula- 
tions arouse hostility in members of the com- 
munity which makes it difficult to carry out 
constructive planning. If, however, such acts 
are studied and understood as representing 
more or less compulsive needs—tenuous, fre- 
quently irrational, most often infantile and 
partly sado-masochistic, but needs neverthe- 
less—of the individual to establish some in- 
teraction with the environment, it may be 
possible to work through the hostile feelings 
created in us by the act, and thereby to deal 
with the problem in a rational and intelligent 
manner. 

The creation of the Social Maladjustment 
Study Unit has provided effective means of 
encouraging and disseminating such under- 
standing of delinquent behavior throughout 
the community. Representatives of the com- 
munity’s social resources: law, penology, 
sociology, anthropology, education, religion, 
industry, and health and social agencies, in 
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conjunction with members of the psychiatric 
team, form a dynamic but unified group, par- 
ticipating in a mutually enlightening, creative 
sharing of concepts and values. Through 
such interaction increased tolerance and 
easier acceptance of social deviation become 
possible, and a marshalling of resources and 
willingness to assume responsibility in deal- 
ing with this problem appears inevitable. 
And, as more and more persons in the com- 
munity are alerted to the problems involved, 
total community action toward preventive 
and rehabilitative goals in dealing with social 
maladjustment becomes feasible. 


SUMMARY 


A Social Maladjustment Study Unit was 
organized at Malcolm Bliss Psychiatric Hos- 
pital in July, 1956, to serve as an interdis- 
ciplinary research, teaching and consultation 
center focusing on the study, understanding 
and eventual social readjustment of individu- 
als involved in aggressive antisocial or delin- 
quent acts. Emphasis has been placed on col- 
laboration of many disciplines representative 
of the community’s assets. Thus lawyers, 
parole officers, judges, teachers, ministers 
and other group leaders have participated in 
the evaluation of each medico-legal problem, 
ranging from homosexuality to forgery, in- 
cest, and murder. In each case, an attempt is 
made to understand the motivation of the in- 
dividual delinquent, the group alienation 


processes he presents, the possible measures 
toward his rehabilitation which might be 
effected within the community, and the 
probable intrapsychic determinants and in- 
terpersonal and community origins of his 
maladjustment (in terms of structuring 
group participation within the community 
toward preventive action in future similar 
cases). 

The research theme of the Study Unit 
stresses exploration of delinquency as an ex- 
pression of social isolatedness, and antisocial 
acting out as a compulsive need to break 
through this sense of aloneness and isolated- 
ness from meaningful social interaction; as 
well as investigation of the role of com- 
munity action as a function of alertness to 
the emotional and social needs of the indi- 
vidual offender rather than the mere exercise 
of punitive or repressive measures. 


BIBLIOGRAPHY 


1. Wolff, H. G. Saturday Review, p. 42, Jan. 
5, 1957. 

2. Blackman, N. Missouri Med., §1: 102, 1954. 

3. Bell, R. G. J. Soc, Therapy, 2: 171, 1956. 

4. Blackman, N. J. Missouri M. A., 47:814, 
1950. 

5. Rapaport, W. J. Soc, Therapy, 2: 166, 1956. 

6. Guttmacher, M. S., and Weihofen, H. Psy- 
chiatry and the Law. New York: W. W. Norton, 
1952. 

7. Blackman, N. Postgrad. Med., 10: 499, 1951. 

8. Lilly, J. C. Jn G. A. P. Symposium No, 2, 
p. 13, June 1956. 


i 
= 


A BIO-PSYCHOLOGICAL APPROACH TO SOMATIC TREATMENTS 
IN PSYCHIATRY 


GORDON T. HEISTAD, Pu. D.* 


Behavioral science rests firmly on the as- 
sumption that behavior does not occur by 
chance but, rather, consists of responses to 
stimulation. Without this assumption of law- 
ful relationships between stimuli and _ re- 
sponses, psychology, psychiatry, education, 
and other fields of behavioral study can find 
little justification for calling themselves even 
infant sciences. It seems strange, therefore, 
that stimulus-response relationships are 
rarely mentioned in any discussion of the be- 
havioral changes resulting from various so- 
matic treatments employed in the practice of 
psychiatry. Such discussions often leave the 
impression that perhaps electrons, molecules, 
and various nuclei in the nervous system get 
together for a “conference” to decide when, 
where, how, and why behavior is to be al- 
tered. The present paper is intended to per- 
form two functions: (a) to emphasize the 
fact that somatic treatment procedures do not 
magically replace the lawful stimulus-re- 
sponse relationships which are known to ef- 
fect behavior; and (b) to suggest one pos- 
sible mechanism by which various somatic 
treatments may alter behavior by application 
of lawful stimulus-response relationships. 

Some simple stimulus-response relation- 
ships seem to be innately determined (e.g., 
spinal reflexes), but the vast majority of 
complex behavior consists of functional re- 
lationships between stimuli and responses 
which have been acquired through learning 
or at least modified by learning processes. 
Every aspect of the environment which is 
regularly associated with a response during 
the learning process may become a part of 
the total stimulus complex which acquires the 
capacity to elicit that response on subsequent 
occasions. In a typical Pavlovian condition- 
ing procedure, a specific tone is regularly as- 
sociated with a salivation response induced 
by placing food or acid on the subject’s 
tongue. Subsequently, the tone is observed to 
elicit salivation without the acid or food. 
However, maximum salivation requires ex- 


1 University of Minnesota, Minneapolis 14, Minn, 
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act reproduction of the stimulus conditions 
which prevailed during learning. A change 
in pitch or intensity of the tone, a change in 
general noise level, the presence of additional 
or different experimenters, or moving to a 
different laboratory will all interfere to some 
extent with performance of this conditioned 
response. Each of these examples involves a 
change in stimulus conditions so that the 
stimuli presented during test trials are more 
or less similar to the original stimulus but 
not identical with the entire stimulus com- 
plex. Psychologists employ the term stimu- 
lus generalization to describe the process by 
which attenuated responses may be elicited 
by stimuli that are similar to, but not identi- 
cal with, the original conditioned stimulus. 
In the case of emotional behavior, certain 
responses become functionally associated 
with such diverse aspects of the external en- 
vironment as lights, objects, and persons. For 
example, if a child is repeatedly burned each 
time he touches a hot radiator, that radiator 
will eventually elicit a frightened withdrawal 
response. However, sight of the radiator also 
will elicit the complex changes in the internal 
environment which are characteristic of fear, 
and these inte.nal changes will occur in a 
close temporal relationship with the with- 
drawal response. Since changes in both the 
external and internal environment are regu- 
larly associated with the response during 
the learning process, we might reasonably 
expect that maximum strength of the with- 
drawal response may depend upon exact re- 
production of both the internal and external 
stimulus conditions which prevailed during 
the learning process. In view of the regu- 
larity with which complex changes in the in- 
ternal environment are associated with a va- 
riety of emotional states, we might expect 
that such aspects of the internal environment 
may play an important stimulus role in all 
learned emotional behavior. If this is the 
case, it should be possible to interfere with 
performance of previously learned emotional 
behavior by any treatment procedure which 
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changes those aspects of the internal environ- 
ment which were associated with the learn- 
ing of that behavior. Such interference would 
be expected to occur along a gradient of 
stimulus generalization in such a way that a 
large stimulus change (internal and/or ex- 
ternal) will result in greater interference 
with previously learned responses than a 
smaller stimulus change. 

The available data are confused and often 
contradictory concerning the details of 
physiological changes which are correlated 
with specific emotional states. However, emo- 
tionality in general is accompanied by marked 
internal changes mediated via the autonomic, 
endocrine, and extrapyramidal systems under 
the general control of the hypothalamus and 
associated diencephalic structures. Changes 
in blood chemistry and morphology, cardio- 
vascular function, hormone secretions, and 
involuntary muscular activity are only a few 
of the physiological indices of emotion which 
have been studied and reported(14). If a 
specific combination of such physiological 
changes acquires a stimulus role with respect 
to an emotional response as a consequence of 
learning, any treatment procedure which al- 
ters the function of the hypothalamic-auto- 
nomic-endocrine-extrapyramidal systems 
may be expected to result in stimulus condi- 
tions which are different from the specific 
configuration of internal stimuli which have 
acquired the properties of conditioned stimuli 
with respect to that response. Therefore, 
such treatments should reduce the strength 
of the previously learned emotional response 
along a gradient of stimulus generalization. 
This reduction in strength should apply to 
emotional responses in general, whether they 
are classed as “adaptive” or “pathological.” 

Most, if not all, of the somatic treatment 
procedures which have been successfully em- 
ployed in psychiatry have known “side ef- 
fects” which reflect changes in the function 
of the hypothalamic, autonomic, endocrine, 
and/or extrapyramidal systems. These in- 
clude the various forms of shock therapy, 
psychosurgery, hydrotherapy, sleep therapies, 
and ataractic drugs such as chlorpromazine 
and reserpine. In addition, spontaneous im- 
provement frequently has been reported fol- 
lowing acute infections, surgical trauma, 
pregnancy and/or childbirth, physical mal- 


treatment, and a variety of other physiologi- 
cal stresses which alter the homeostatic 
control systems cited above. If such physio- 
logical stresses are applied while the patient’s 
behavior is restricted to a narrow range cov- 
ered by a specific psychiatric diagnostic 
category, any deviation from pretreatment 
behavior patterns is quite likely to be inter- 
preted as clinical improvement. However, 
if the behavioral baseline is more nearly nor- 
mal, deviations are less likely to be inter- 
preted as improvement and might well be 
interpreted as pathological. It is not surpris- 
ing, therefore, that such treatments fre- 
quently have been blamed for precipitating 
“latent psychosis” when they have been ad- 
ministered to mildly neurotic or non-psychi- 
atric patients(13). We might also note that 
marked temporary changes in behavior can 
be produced by somewhat toxic doses of such 
autonomic drugs as atropine, eserine, cholin- 
esterase, epinephrine, and norepinephrine 
(1). Such behavior is interpreted as a “lucid 
interval” in psychotic patients (especially in 
mute catatonics in whom even the most biz- 
zare verbal output is considered improve- 
ment), but it might be called pathological if 
it occured in non-psychotic patients. 

One could argue on the basis of the clini- 
cal examples cited above that the behavioral 
changes resulting from a variety of somatic 
treatments constitute no more than non-spe- 
cific interference with whatever behavior pat- 
terns existed prior to treatment. Such an in- 
terpretation would be entirely consistent with 
the hypothesis elaborated above concerning 
the stimulus role of the internal environment. 
However, other writers have amply demon- 
strated that this is by no means the only in- 
terpretation which can be given to these data. 
Therefore, the present paper will concentrate 
on deriving specific, testable predictions from 
that general hypothesis. A few animal ex- 
periments which appear to have a bearing on 
these predictions will also be discussed. 

Prediction I. Any treatment procedure 
which changes internal stimulus conditions 
so that they are different from the stimuli 
which were associated with an emotional re- 
sponse during the learning process will re- 
duce the strength of that emotional response 
along a gradient of stimulus generalization. 
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This prediction is illustrated in Fig. 1, (a) 
and (b). If learning occurs with stimulus 
oO as the conditioned stimulus, any change in 
that stimulus, either to the right or left on 
graph (a) will result in a reduction in re- 
sponse strength (4R). However, if some 
stimulus other than 0 is employed as the con- 
ditioned stimulus during the learning proc- 
ess, that new stimulus will acquire maximum 
response strength and presentation of stimu- 
lus o will now result in a reduction in re- 
sponse strength as illustrated in graph (b). 

Experimental Evidence: Electroconvul- 
sive shock treatment (ECT) results in sym- 
pathetic dominance of the autonomic nervous 
system in the rat(8). Brady and Hunt(6) 
have shown that ECT reduces the strength 
of a conditioned emotional response in the 
rat. The internal stimulus conditions result- 
ing from such treatment might be represented 
as +3 in Fig. 1 (a). The hypotension, hypo- 
thermia, and other indices of parasympa- 
thetic dominance resulting from chlorproma- 
zine and reserpine are essentially opposite to 
the effects of ECT and might be represented 
as —3 in that same graph. Yet these treat- 
ment procedures also reduce the strength of 
a conditioned emotional response(5, 9). In 
the above experiments, learning occurred un- 
der conditions of normal autonomic balance 
(prior to treatment), while testing for reten- 
tion of the emotional response was conducted 
after autonomic balance had been altered in 
one way or another (along with other physio- 
logical changes). In a recent unpublished ex- 
periment, the writer has demonstrated that 
rats can acquire a conditioned emotional re- 
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Fic. 1.—Theoretical gradients of stimulus gen- 
eralization. CS-stimuli presented during condi- 
tioning; TS-stimuli presented on test trials; ES- 
stimuli presented (without reinforcement) on ex- 
tinction trials. Shaded area in (c) = reduction in 
response strength due to extinction. 


sponse immediately after ECT while auto- 
nomic balance is different from normal. Al- 
though this emotional response is ordinarily 
retained for many months (even years) with- 
out apparent reduction in strength, the emo- 
tional response appeared to be completely ab- 
sent in this experiment when retention tests 
were administered 30 days after the last 
training trial. Gellhorn’s data(8) indicate 
that autonomic balance returns to approxi- 
mately normal levels within 30 days after 
treatment with ECT (using blood sugar as 
an index of autonomic balance). This change 
toward normal in internal stimulus conditions 
is represented in Fig. 1 (b), and it was ac- 
companied by a reduction in the strength of 
the emotional response in accordance with 
the prediction stated above. 

Prediction II. A learned emotional re- 
sponse which has been weakened by stimulus 
changes will recover its original strength if 
stimulus conditions which prevailed during 
the learning process are reinstated. 

Experimental Evidence: Since physiologi- 
cal recovery from ECT appears to occur 
within 30 days, we might expect on the basis 
of this prediction that a conditioned emo- 
tional response which has been attenuated by 
ECT should also recover its pretreatment 
strength within this period of time. Brady 
(3) has demonstrated that an emotional re- 
sponse which has been virtually eliminated 
by ECT reappears at approximately pretreat- 
ment strength within 30 days after treatment. 
Also, since ECT and chlorpromazine have 
somewhat antagonistic actions on autonomic 
balance, the physiological state resulting 
from a combination of such treatments might 
be expected to approach normal conditions 
of autonomic balance. The writer(g) re- 
cently demonstrated that a conditioned emo- 
tional response which had been weakened by 
ECT could be partially restored by adminis- 
tration of chlorpromazine. 

Prediction III. Since extinction (“un- 
learning”) requires nonreinforced presenta- 
tions of the original conditioned stimulus, 
any change in internal stimulus conditions 
which is sufficient to interfere with retention 
of conditioned emotional responses should 
also interfere with extinction of those re- 
sponses. If stimulus o is the original condi- 
tioned stimulus, as illustrated in Fig. 1 (c), 
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non-reinforced presentations of stimulus —2 
do not fulfill the requirements for extinction 
of an emotional response to the original con- 
ditioned stimulus. 

Experimental Evidence: Although their 
mechanisms of action are quite different, 
both chlorpromazine and tetraethyl ammo- 
nium (TEA) result in gross changes in auto- 
nomic balance. Both of these drugs may in- 
terfere with retention of emotional responses 
(2, 4, 9), but the evidence is more clear that 
they both interfere greatly with extinction 
of conditioned emotional responses(7, 11). 

On the other hand, Hunt and Brady(12) 
have shown that extinction procedures con- 
ducted during the period from 5 to 18 days 
after ECT can prevent the usual reappear- 
ance of a conditioned emotional response 
within 30 days after treatment. It should be 
noted, however, that physiological recovery 
was occurring while these extinction proced- 
ures were being carried out. Thus, internal 
stimulus conditions may have been greatly 
altered during the early extinction trials, but 
later trials were taking place while internal 
stimulus conditions were more similar to the 
status which prevailed during the learning of 
the emotional response. 

Possible Clinical Applications: The pre- 
ceding discussion suggests that the sympto- 
matic relief (failure to retain pretreatment 
emotional behavior patterns) resulting from 
somatic treatment procedures does not consti- 
tute a permanent change in behavior. In- 
deed, this is a very common criticism leveled 
against the somatic treatment procedures 
used in psychiatry. This discussion even sug- 
gests that such treatments may interfere with 
the process of extinction (“unlearning”’) 
which might be expected to result in more 
permanent changes in behavior. However, 
the writer readily admits that the maladap- 
tive emotional behavior seen in psychiatric 
patients is infinitely more complex than the 
simple conditioned emotional responses 
which have been subjected to experimental 
manipulations in the animal experiments 
cited above. But this admission of greater 
complexity does not constitute a denial of 
similar basic processes underlying both sim- 
ple conditioned emotional response in ex- 
perimental animals and pathological emo- 
tional behavior in psychiatric patients. Emo- 


tional behavior appears to be learnable and 
extinguishable in the human as well as in 
the rat if we can gain control over the rele- 
vant stimuli and reinforcements (rewards). 

One of the complicating factors in any at- 
tempt to manipulate learned emotional be- 
havior is the appearance of subtle rewards 
which may maintain such behavior long after 
the rewards which were operative in the 
original learning situation are withheld. For 
example, cleanliness is regularly rewarded by 
social approval, but compulsive hand-wash- 
ing, an extreme expression of this same re- 
sponse pattern, may persist despite social dis- 
approval. However, the persistance of this 
pathological behavior cannot be cited as a 
violation of the basic, lawful processes which 
govern learning and retention. Indeed, such 
behavior seems to be strongly rewarded by 
reduction of anxiety, guilt, etc. Extinction 
of these pathological response patterns can- 
not be expected to occur unless some way can 
be found to control these response-produced 
rewards which the patient derives from his 
symptoms. Figure 2 illustrates a possible 
mechanism by which somatic treatment pro- 
cedures may assist in gaining some degree of 
control over the rewards which appear to 
reinforce certain pathological behavior pat- 
terns as well as over the stimuli which elicit 
those symptoms. 

Compulsive hand-washing, which is used 
for illustrative purposes in Fig. 2, is typical 
of psychiatric symptoms in that it is a com- 
plex, sequential response pattern rather than 
a unitary, all-or-none phenomenon. This 
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Fic. 2.—Theoretical response curves during suc- 
cessive stages of extinction of a reward-producing 
symptom (compulsive hand-washing). The stimulus 
which is presented during extinction trials (ES) 
progresses from a stimulus very different from the 
conditioned stimulus (CS) to identical with the CS. 
Amount of extinction (reduction in response 
strength) is presented by the shaded areas. 
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symptom may include such response compon- 
ents as feelings of guilt and/or anxiety, 
thoughts about hand-washing, preparatory 
motor responses, and finally the overt re- 
sponse of washing the hands followed by 
temporary relief from the disturbing emo- 
tional state. If the stimulus conditions which 
elicit this response sequence include an in- 
ternal stimulus component, somatic treat- 
ments which change the internal environment 
might be expected to weaken or attenuate 
this response pattern along a gradient of 
stimulus generalization, as illustrated in Fig. 
2 (a). If this attenuated version of the symp- 
tom does not include the final motor response 
of washing the hands, no anxiety or guilt 
reduction would be expected to follow such a 
partial response. The absence of such re- 
wards removes one of the most serious ob- 
stacles to extinction, but, at the same time, 
creates two additional obstacles which inter- 
fere with the process of extinction to a lim- 
ited extent. 

The process of extinction apparently re- 
quires 1. the occurrence of the appropriate 
stimulus, 2. the occurrence of the response, 
and 3. the non-occurrence of reinforcement, 
such as rewards, pain reduction, anxiety re- 
duction, etc. In the behavioral situation il- 
lustrated in Fig. 2 (a), the third requirement 
listed above may be met, since reinforcement 
apparently depends upon performance of the 
complete symptomatic response pattern; 
however, the first two requirements are only 
partially fulfilled. The stimulus and response 
which are involved in this stage of the ex- 
tinction procedure are similar to, but not 
identical with, the original stimulus and re- 
sponse. Such a procedure can reduce the 
strength of the original stimulus-response re- 
lationship only on the basis of stimulus and 
response generalization. Hilgard and Mar- 
quis (10) have summarized some of the evi- 
dence which indicates that extinction can oc- 
cur along a gradient of stimulus generaliza- 
tion, but the writer is not aware of any direct 
evidence for response generalization during 
the process of extinction. However, it seems 
reasonable to expect that extinction of one 
or more parts of a response sequence would 
result in some diminution in the strength of 
the total response pattern. 

If both stimulus and response generaliza- 


tion occur during extinction, the procedure 
represented in Fig. 2 (a) would result in a 
considerable reduction in the strength of re- 
sponse to stimulus —1, as well as complete 
elimination of response strength to stimulus 
—2. Following this stage of extinction, 
stimulus conditions can be made more similar 
to the original conditioned stimulus without 
eliciting the complete symptomatic response 
(with its consequent rewards), as illustrated 
in the next graph. If extinction procedures 
are then conducted using stimulus —1 as the 
extinction stimulus, even the strength of re- 
sponse to the original conditioned stimulus 
will be attenuated on the basis of stimulus 
and response generalization. If this reduc- 
tion in response strength to the original 
stimulus is sufficient to interrupt the symp- 
tom pattern at some point before it leads to 
its usual rewarding consequences, the origi- 
nal stimulus can finally be presented and ex- 
tinction procedures carried out as shown in 
Fig. 2 (c). Thus, even though a change in 
stimulus conditions appears to interfere with 
the effect of ordinary extinction procedures, 
such stimulus changes may permit the more 
gradual extinction of “self-rewarding” re- 
sponses( symptoms) which are not amenable 
to ordinary extinction procedures. If such 
extinction occurs, new responses can be 
learned over the entire stimulus range by 
combining emotional re-education procedures 
(psychotherapy?) with the extinction pro- 
cedures. 

Wolpe(15) has recently reported success- 
ful therapy for human and animal neurosis 
by a combination of extinction and new learn- 
ing procedures beginning with greatly altered 
conditions of the external environment and 
gradually progressing toward the stimulus 
conditions which had previously elicited 
maximum strength of the neurotic responses. 
On the theoretical grounds discussed above, 
one might expect more uniform success in 
such therapeutic attempts if both the internal 
and the external stimulus conditions were 
altered simultaneously by a combination of 
somatic and environmental therapy to give 
immediate symptomatic relief. Then both the 
internal and external environment could be 
allowed to return gradually toward the con- 
ditions which prevailed prior to treatment 
while intensive psychotherapy provided the 
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conditions necessary for extinction of the 
maladaptive emotional responses and substi- 
tution, through new learning, of more adap- 
tive emotional response patterns along the 
entire range of internal and external stimuli. 
If this analysis is correct, it may be of 
crucial importance to alter the internal and/ 
or external stimulus conditions suddenly 
rather than gradually at the beginning of 
therapy. If treatment is begun with slight 
changes in stimulus conditions, we may ex- 
pect very little reduction in symptomatic be- 
havior. Unless this symptomatic behavior is 
at least temporarily relieved (by a sufficiently 
large stimulus change) it will continue to be 
reinforced by guilt and anxiety reduction, 
etc., and such reinforcements will result in 
learning to perform this symptomatic behav- 
ior under the new stimulus conditions as well 
as the old. In this way, gradual changes in 
internal or external stimulus conditions may 
have no therapeutic effects and may actually 
result in a broader range of stimuli which 
will elicit the pathological behavior. For ex- 
ample, hospitalization, by itself, may not con- 
stitute a sufficient stimulus change to inter- 
fere with a compulsive hand-washing symp- 
tom. Therefore, this pathological behavior 
pattern will continue to be performed in the 
hospital, just as it was prior to hospitaliza- 
tion. The subtle rewards associated with this 
symptom may then be expected to reinforce 
the response to the new external stimulus 
conditions as well as to the old stimuli. After 
this learning has occurred, the addition of a 
somatic treatment such as chlorpromazine 
may also involve a stimulus change which is 
not sufficient, by itself, to prevent occurrence 
of the self-rewarding symptom. Again, the 
result may be new learning which would re- 
sult in the symptom becoming associated with 
a broader range of internal stimuli. How- 
ever, if both the internal and external stimu- 
lus conditions were altered by simultaneous 
institutionalization and somatic therapy, the 
resultant combined stimulus changes might 
be great enough to interfere with perform- 
ance of the self-rewarding symptom and per- 
mit gradual extinction of the response pat- 
tern while stimulus conditions are gradually 
returned toward their pretreatment status. 


SUMMARY 


1. The view was expressed that behavioral 
effects of somatic treatment must occur 
within the context of lawfui stimulus-re- 
sponse relationships. 

2. The hypothesis was suggested that cer- 
tain changes in the internal environment are 
included in the stimulus conditions which 
elicit emotional response and that somatic 
treatment procedures may change emotional 
behavior by changing the stimuli which elicit 
emotional responses. 

3. Specific, testable predictions were de- 
rived from this theoretical point of view, and 
a limited number of animal experiments were 
discussed in relation to these predictions. 

4. Possible practical applications of this 
point of view were suggested and discussed. 
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A METHOD FOR STUDYING THE ORGANIZATION OF 
TIME EXPERIENCE 


JOHN S. KAFKA, M.D.1: 2 


Current focus on “ego-psychology” has 
revived psychiatric interest in all perceptual 
processes, including time perception(7, 9), 
although psychiatrists, of course, have long 
been concerned with problems of attitude to- 
ward time and of temporal orientation(13). 
The topic of temporal orientation is also of 
considerable interest in connection with the 
experimental work being done by Hebb and 
his co-workers(5), Lilly(8), and others on 
the psychological effects of prolonged isola- 
tion in a setting in which stimulation level 
is greatly reduced. Many aspects of the psy- 
chiatric interest in temporal experience have 
been reviewed previously(3, 6). It is gen- 
erally accepted that the subjective rate of 
temporal flow is not constant, that time passes 
faster under some circumstances than under 
others. By whatever mechanisms temporal 
orientation is maintained, a constantly chang- 
ing series of different, even contradictory ex- 
periences of duration must somehow be 
reconciled with objective time. We know, 
for instance that our interest in a task, and 
our mood, influence our experience of dura- 
tion. We take these and other factors into 
consideration when we are called upon to 
estimate durations. It is also possible that 
a self-evaluative component, directly or in- 
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directly involved in time perception, is one 
of the “ego functions” necessary to avoid 
the feelings of temporal unreality which are 
encountered clinically. 

The following experimental approach rep- 
resents an effort to study the process of 
evaluating and organizing one’s experiences 
of duration: 1. after having been in a series 
of situations in which attention was not di- 
rected toward the passage of time, 2. in which 
external cues of time were minimal and 3. in 
which experiential cues of duration were 
confusing. 


PROCEDURE 


The experimental procedure was struc- 
tured for the subjects as an experiment in 
the perception of the movements of a small 
light in a dark room. The auto-kinetic effect 
was employed for this purpose, that is, the 
subjective appearance of movement of a pin- 
point stationary light in a dark room. One 
group of subjects was told in the first part 
of the experiment that the light would move 
in a random fashion. In the second part of 
the experiment this group was told that the 
light would now describe letters and sen- 
tences(5). This first sequence of instruc- 
tions will be referred to as Instruction Se- 
quence A. For the other half of our subjects 
the sequence of instructions was reversed. 
This sequence will be referred to as Instruc- 
tion Sequence B. 

Both sets of instructions * included a state- 
ment to the effect that the subject’s eyes 
would first have to accommodate to the dark- 


8 To illustrate, Part I of Instruction Sequence A 
reads as follows: The test we would like to do in- 
volves your observation of the movements of a 
light in a dark room. We have a microphone in the 
dark room so that I can hear you from the outside. 
First we would like your eyes to get accustomed to 
the darkness. Then a light will appear and I will 
show you in what direction you should keep looking 
for the light. Say “light on” when you first see the 
light. Say “now it moves” when you first suspect 
that it moves, even if you’re not sure. Then de- 
scribe how it moves. 
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ness. We were able in this way to get a total 
of 4 intervals for each subject. Thus we 
have conditions Dark I, Light I, Dark II, 
and Light II for subjects who received in- 
structions A and B. These conditions will 
be referred to as: AD I, AL I, AD II, AL 
II, BD I, etc. Immediately after each sub- 
ject had experienced all 4 conditions he was 
asked to estimate the duration of the inter- 
vals, which, actually, lasted 2 minutes each. 
The entire procedure was recorded on tape 
so that qualitative as well as quantitative 
analysis of the data was possible. The sub- 
jects were also asked to describe how they 
went about estimating the intervals. 

The experimental population consisted of 
16 volunteers, including 14 women and 2 
men. Eleven were hospital employees; 2 
were medical clinic patients; one a medical 
student ; one a physician and one a graduate 
student. 


METHODOLOGICAL CONSIDERATIONS AND HY- 
POTHESES 


It will be noticed that the subjects were 
asked to estimate the intervals after having 
been in all 4 of the experimental situations. 
At the time of judgment, therefore, more 
time had elapsed since the earlier than since 
the later intervals, an unavoidable methodo- 
logical difficulty since it was considered im- 
portant that the subjects’ attention should not 
be called to the passage of time. It was, how- 
ever, anticipated that subjects would select 
one of the 4 intervals as a reference point 
for estimating the others, that this “reference 
interval” would not necessarily be the first 
one of the individual series * and that, there- 
fore, the time elapsed from reference interval 
to moment of judgment would not be the 
same for all subjects. The verbal reports of 
some subjects actually indicated that they 
used an interval other than the first as a 
reference interval. (See, however, footnote 
10.) 

In experiments on time perception and 
temporal orientation, experiments in which 
the subjects’ attention was directed to the 
passage of time, an improvement of time 
judgments has been described as the series 


4 Even if first asked to judge the initial interval. 


progressed, i.e., later judgments were more 
accurate than earlier ones(3, 10). Although 
our subjects’ attention was not thus focused 
on time, we nevertheless expected that (Hy- 
pothesis I) there will be, for conditions D 
and L considered separately, a tendency to 
improve, 1.e., to estimate the last more ac- 
curately than the first interval. 

In order to study the process of arriving 
at temporal judgments after having been 
exposed to confusing experiential cues of 
duration, it was necessary to demonstrate the 
extent of temporal distortion that could be 
produced by some of the “confusing” cues. 
Subjective experience, confirmed by experi- 
mental literature(3), shows that paucity of 
stimuli is associated with relatively long 
judgments of duration; it was therefore ex- 
pected that (Hypothesis 11) intervals D will 
be judged as longer than intervals L. 

It was also anticipated that the time es- 
timates would be determined less by any 
serial improvement effect (referred to in Hy- 
pothesis I) than by the effect of the relative 
paucity of stimuli (referred to in Hypoth- 
esis Il) ; in other words: (Hypothesis III) 
whether an interval occurs early or late in 


‘the individual series will influence its judged 


duration less than whether it occurs under 
condition D or L. 

The suggestion that in one of the 4 experi- 
mental situations the “light will describe 
letters, words and sentences” was given to 
introduce another set of confusing experi- 
ential cues of duration. Rechtschaffen, et al. 
(11) have used the autokinetic situation as 
a projective technique by giving similar in- 
structions. Apparently all their subjects saw 
“writing,” some subjects even whole para- 
graphs of emotionally significant material. It 
was necessary to modify their technique for 
our purposes,® but it was thought that, if a 
sufficient number of subjects were to see, 
with this modified procedure, letters, words 
and sentences, the data could then be at least 
tentatively evaluated with the following con- 
siderations and questions in mind: 


5 Some differences: our auto-kinetic situation, in 
contrast to Rechtschaffen’s was preceded by a wait- 
ing period in the dark; our subjects were alone 
in the experimental situation whereas the experi- 
menter stayed with Rechtschaffen’s subjects and ap- 
parently kept encouraging them to see “writing.” 
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In such a projective situation the wealth 
and nature of the production obviously de- 
pends on the subject’s elaboration of the per- 
cept; in a sense the subject determines his 
own stimulation. With such an increase in 
stimulation, will elaborate and/or emotionally 
significant projective productions be asso- 
ciated with shorter estimates, with more diffi- 
culty in the self-evaluation of time experi- 
ence? What are the effects on temporal judg- 
ments of successful or unsuccessful attempts 
to see auto-kinetic “writing” and what are 
the effects of psychologically defensive 
maneuvers, of successful or unsuccessful at- 
tempts to avoid seeing or of seeing only 
emotionally “neutral” material ? 

The above questions are pertinent if our 
procedure effectively provides a projective 
situation. If it does not, the question re- 
mains as to if and how the expectation to 
see “writing” alters temporal judgments. 

A surprisingly wide range of inter-indi- 
vidual differences as well as considerable 
intra-individual constancy of time perception 


has frequently been demonstrated(3).° In 
this experiment the individuality of each sub- 
ject’s pattern* of time judgment and the 
relative constancy, for each individual, of the 
predictable effect of specific sets of stimuli 
(or of paucity of stimuli), will be shown if 
(Hypothesis IV) the decrease of time es- 
timates from conditions D to L differs sig- 
nificantly between subjects. 


RESULTS AND TREATMENT OF DATA 


Table I gives all the estimates in seconds. 
Attention is called to the wide range of time 
judgments made: the estimates of the 2 
minute intervals range from 20 to 480 sec- 
onds, There was a general tendency to 


overestimate, the means for all conditions 


® Although subjects also vary greatly in the de- 
gree of stability of their time judgments(3). 

7 An individual pattern being a tendency to con- 
sistently either over or underestimate in either the 
“dark” or the “light” situation and to consistently 
change time estimates from the “dark” to the “light” 
situation in an individually characteristic way. 


TABLE 1 


“Random movement” * 


Subject 


“Letters” * 
as 
BLI 

30 
300 

30 
300 
150 
300 
300 
120 


1530 


Subject 


A—Instruction Sequence A 
B—Instruction Sequence B 


* See text for explanation. 


Total of 
actual 
elapsed 
time for 
subject 


Total of 
“Letters” * estimated 
elapsed time 
ALII for subject 
90 360 
40 340 
30 300 
120 286 
100 620 
60 510 
1500 
180 960 


860 4876 


Total of 
actual 
elapsed 
time for 
subject 


Total of 

movement” * estimated 
elapsed time 

BLII for subject 


20 150 
180 1200 

30 300 
270 930 

960 
180 1380 
300 1380 
120 600 


1190 


D—Darkness 
L—Auto-Kinetic light on 


“Random 


6900 


\ 
ADI ALI AD II 
60 120 480 
60 53 480 
a Total ...... 1553 1090 1373 FP 3840 
— BDI BD II 
480 480 
Total ...... 1980 2200 3840 
ce 
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but AL II being greater than the actual 120 
seconds. By inspection the tendency to over- 
estimate appears greater for the subjects 
estimating in Instruction Sequence B. 

Statistical analysis was designed to test the 
significance of individual differences, the ef- 
fects of Instruction Sequence A vs. B, of 
condition D vs. L, and of I vs. II, «e., the 
effects of the condition occurring early or 
late in the individual series. The analysis of 
variance, done for estimates under conditions 
A and B separately as well as for both con- 
ditions combined, all showed that esti- 
mates made under “dark” were significantly 
(p<.o1) longer than those made under 
“light” conditions. Differences between in- 
dividuals were also significant beyond the 
1% level of confidence, but the analysis of 
the combined data showed that the effect of 
A vs. B was not significant and in all 3 
analyses the effect of serial position (I vs. I1) 
failed to reach statistical significance. No 
significant interaction effects were demon- 
strated. Hypothesis I, as originally stated, 
was thus not supported. 

Because of the overall tendency to over- 
estimate, a trend toward shorter estimates 
was generally an “improvement.” For the 
A instructions the first dark estimates were 
somewhat greater than the second, the first 
light estimates greater than the second, but 
the differences did not quite reach statistical 
significance. For the B instructions the first 
dark estimates were somewhat smaller than 
the second (here a trend toward less ac- 
curacy) but the difference was again not 
significant. Only the second light estimates 
of the B instructions were significantly 
(p.<.05) more accurate, i.e., shorter. For 
instruction sets A and B combined there was 
a significant decrease, or improvement, from 
L Ito LII (p.<.or), but also a slight, sta- 
tistically insignificant increase from D I to 
D Il. 

Although the data did not support hypoth- 
esis I, as stated, another attempt was made 
to demonstrate a tendency to improve in 
the individual series. Qualitative observa- 
tions of the verbalized process by which 
some subjects arrived at time judgments * 


8 And also the significant L I-L II difference in 
condition B in which there is much overestimation. 


suggested the possibility that overestimators ° 
sometimes attempted to use the 2 dark in- 
tervals, and some underestimators ® the 2 
“light” intervals as one experiential reference 
unit.1° If an overestimator tends to make ap- 
proximately the same estimates for his first 
and second “dark” situation, but improves 
(1.e., overestimates progressively less) from 
his first to second “light” situation, the D-L 
difference should increase from I to II. Such 
a statistically significant increase of the D-L 
difference can actually be demonstrated for 
the overestimators. Schematically this situa- 
tion can be shown as: 


Actu 
Time 


I Il 


If the same reasoning is applied to the un- 
derestimators, the schema would be: 


Actual Time 


I II 


but in our experiment the D-L difference 
does not change significantly from I to II 
for the underestimators. 

Table II pools the time estimates for In- 
struction Sequence A and B, but separates 
the overestimators’ from the underestima- 
tors’ judgments. For the underestimators the 
difference between Light and Dark estimates 
is greater for the first pair of observations 
(UD I-UL I) than for the second pair. This 
difference, however, is not significant. For 
the overestimators, on the other hand, there 
is a marked tendency for the difference be- 
tween the second Light and Dark estimates 
(OD II-OL II) to be greater than that be- 


® See definition in Table IT. 

10 The importance of the initial experience as 
“reference” has, however, been stressed in other 
kinds of time perception experiments. It is possible 
that, despite the verbally expressed use of the “light” 
intervals as reference units, our subjects could 
never free themselves from the frame of reference 
effect of the “dark” intervals to which they were 
all exposed at the beginning of the experiment. 
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TABLE 2 


Underestimators * 
A 


ULII 
90 
120 40 
90 30 
53 
40 
120 


483 


ULI UDII 


Overestimators * 
A. 


ODII OLII 
180 100 
60 

240 

180 

180 

270 


90 
180 
300 


* A subject is defined as an underestimator if the sum of 
his estimates is smaller than the sum of the clocked in- 
tervals. An overestimator is one whose sum of estimates 
exceeds the sum of the clocked intervals. 


tween the first pair of estimates (OD I- 
OL I), and this difference is significant 
(p<.o2).” 

Hypothesis II was supported by statistical 
analysis. The 3 analyses of variance, re- 
ferred to at the beginning of this section, 
analyses done for Instruction Sequences A 
and B separately and combined, all show that 
intervals D are judged significantly longer 
than L (p<.or). 

Hypothesis III was also supported by the 
results. The sum of the Dark-Light differ- 
ences (AD I-AL I)+(AD II-AL II) was 
compared to the sum of the Dark I-Dark II 
plus Light I-Light II differences (AD I-AD 
II)+(AL I-AL II). A similar procedure 
was done both for Instruction Sequences A 
and B combined and treated separately. The 
Dark-Light differences were always greater 
than the I-II differences; to a statistically 
significant degree (p<.05) this was true for 


11 Overestimators are more prevalent in B than 
in A. The change in the D-L difference from I to 
II, however, is not statistically different in groups 
B and A. 


condition B separately and for conditions A 
and B combined. The trend failed to reach 
statistical significance for condition A alone. 

The data also supported Hypothesis IV. 
This was shown by an analysis of variance of 
the Dark-Light differences, a procedure that 
will again be referred to below. The vari- 
ance between individuals of these Dark-Light 
differences was significant beyond the one 
percent level of probability. 

As was mentioned at the beginning of 
this section, analysis of variance of all the 
estimates showed that there was no statis- 
tically significant effect of Instruction Se- 
quence A vs. B. The following considera- 
tions are however, pertinent: 

Although Lovett(9), in a very different 
kind of time perception experiment, found 
age and occupation not to be significant fac- 
tors, it must be pointed out that in our ex- 
periment, subjects in Instruction Sequence 
A were not matched with those in B for 
these and other factors, such as intelligence, 
which might conceivably influence time judg- 
ments in our experimental situation. 

Despite the instruction that they would 
see “letters, words, sentences,” only 3 (2 
in the A group, one in the B group) of the 
16 subjects saw any letters at all and no one 
saw more than 2 letters. Neither these nor 
the few subjects in both groups who even 
commented in passing that they looked for, 
but did not see letters, were extreme over- or 
under-estimators, Berman(1) has shown 
that “satiated” subjects, i.e., those who felt 
they had spent enough time to learn a task, 
usually underestimated the time required, and 
that the opposite was true for subjects in- 
terrupted before they felt that they had 
learned the task. Qualitatively, none of the 
subjects showed a great lack of this kind of 
“satiation,” i.e., none seemed particularly 
concerned about not having succeeded or 
not having finished the task of seeing “let- 
ters, words, sentences.” Quantitative results 
confirmed the impression that a “satiation 
effect” did not play a part in our findings. 

The possible effect on time judgment pat- 
tern of instructions to see “letters . . .” vs. 
instructions to see “random movement” was 
examined quantitatively by analysis of vari- 
ance of the Dark-Light difference scores. 
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Considering only the differences between 
estimates under Dark and those under Light 
conditions, the D-L differences were found 
to be greater under “random movement” 
than under “letter” instructions, but the dif- 
ference did not reach statistical significance. 
This analysis of variance also showed that 
there was no significant serial effect in the 
D-L difference scores, i.e., the D-L scores 
were greater in the second half of the ses- 
sions than in the first. The individual dif- 
ferences in the D-L scores, as mentioned in 
connection with Hypothesis IV, were, how- 
ever, significant beyond the one percent level 
of confidence. 

The following qualitative observations 
were made: most subjects indicated: 1. how 
difficult it was to make the time estimates and 
how uncertain they were of their judgments ; 
2. almost all indicated that they would un- 
doubtedly have been able to make more ac- 
curate judgments “if only they had been 
told” beforehand that they would be asked 
to make such estimates. Some were quite 
angry that they had not been initially in- 
formed of this task. 

The actual process of arriving at judg- 
ments of duration then seemed to be as fol- 
lows: most subjects reviewed their experi- 
ences in the 4 experimental situations, many 
then gave some indication that they selected 
either one or both “Dark,” or one or both 
“Light” intervals as reference experiences, 
before selecting an interval about which they 
made an actual judgment of duration. Be- 
cause of this shifting, the following state- 
ment is very tentative, but, as has been men- 
tioned previously, there was a tendency for 
underestimators to fixate more on “light,” 
and overestimators more on “dark” intervals 
as reference units. The most difficult task 
almost always seemed to be the initial esti- 
mate. The other intervals were then usually 
estimated in relation to the one that had been 
selected as the reference interval (with a 
phrase such as “a little more than half as 
long,” etc.). Most subjects expressed much 
more confidence in such relative judgments 
than in the absolute figures. 

The process of self-evaluation of the ex- 
perience of duration was often verbalized 
spontaneously or could easily be elicited by 


inquiry. When it was expressed spontane- 
ously, this usually occurred before the sub- 
ject had made an estimate expressed in 
figures. Occasionally, however, a spontane- 
ous self-evaluation led to the correction of 
an already numerically expressed judgment, 
and in such instances the estimate which the 
subject finally considered “best” was re- 
corded. Self-evaluation of the time experi- 
ence was usually related to a distortion of 
subjective duration which had been experi- 
enced on previous occasions. A representa- 
tive quote will best demonstrate the process : 
I would imagine that my guesses are about twice 
what they should be, or twice the time.” (Experi- 
menter) : “What makes you say that?” (Subject) : 
“Because I’m sure that I’m just . . . I’m fairly ac- 
curate usually on passage of time, and I . . . when 
it’s .. . I dunno. It’s something about the dark in 


the night time. It . .. time seems like it’s going 
faster than it really is. 


Deviations from the usual pattern sometimes 
apparently resulted from an overcorrection 
in a situation that seemed particularly anxi- 
ety provoking. A subject who estimated a 
Light period longer than a Dark one com- 
mented that the Dark interval “really seemed 
to last an eternity,” volunteered that she 
thought about how terrible blindness must be 
and how interminable sleepless hours are at 
night. 


DISCUSSION 


We have seen that the performance of 
our subjects was characterized by 2 features : 
1. there were marked efforts at self-evalua- 
tion of the time experience, but 2. these ef- 
forts were not entirely successful and the 
final judgments of duration were “stimulus 
bound” in the sense that there was a pre- 
dictable pattern of longer judgments for the 
“Dark” than for the “Light” intervals. Judg- 
ing duration, under the conditions described, 
was felt to be a difficult task involving self- 
evaluation of the experience of duration. 

Since the ability to assess one’s own time 
experience may well be an ego-function 
necessary to avoid temporal estrangement, if 
not temporal disorientation, the experimental 
approach described may be useful in detect- 
ing and studying disturbance of an important 
ego function. We have seen that for the 
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overestimators the difference between the 
second “Light” and “Dark” estimates was 
greater than that for the first pair of esti- 
mates, a situation illustrated by the following 
schema : 


= 
II 


If this kind of finding were supported by 
further experimental work, it would suggest 
that, even beyond the level of verbalized sel f- 
evaluation, (and probably below the level of 
consciousness) individuals may have some 
“knowledge,” for instance, that they are 
overestimating. It would then be interesting 
to see if, and to what extent, there is evi- 
dence for such self-evaluative “knowledge” 
in various pathological conditions, including 
the experimental psychoses. 

Concerning the longer estimates made of 
the “Dark” intervals, it would be interesting 
to see if, in some psychopathological condi- 
tions, paucity of stimulation remains asso- 
ciated with longer judgments. The predic- 
tion of the time judgment pattern in our 
experiment was based essentially on the rela- 
tive amounts of external stimulation. But 
what happens to such predicted patterns in 
psychopathological conditions in which intru- 
sion of intense and continuously fluctuating 
psychic material may obscure the “objective” 
characteristics of external reality? Freud’s 
belief that temporal experience is related to 
the rate of discharge of cathexis(4) is per- 
tinent here, and so is Lilly’s(8) observation 
of a kind of “absence” of subjective time as- 
sociated with a period of minimum stimula- 
tion, a period in which the subject is sus- 
pended in a tank filled with water at body 
temperature. He describes how, after such 
an “isolation experiment.” ** “the day ap- 
parently is started over, 1.e., the subject feels 
as if he has just arisen from bed afresh; 
this effect persists, and the subject finds he 
is out of step with the clock for the rest of 
the day.” Lilly describes various “stages” 


12 In a sense, our experiment can be considered a 
very benign form of an isolation experiment. 


of the experimentally isolated subject who 
finally arrives at a stage in which hallucina- 
tions occur. Since, in his rather sharply de- 
lineated “stages,” there is presumably a shift 
from secondary to primary processes (in the 
psychoanalytic sense), a study comparing 
subjective estimates with the clocked duration 
of these stages would be of great interest. 

The question arises if the tendency to be 
an extreme over- or underestimator can be 
correlated with any personality characteris- 
tics. Our observations do not provide an 
answer, but they do suggest the following 
approach to this problem: some qualitative 
observations led to the belief that the over- 
estimators tended to “fixate” more on the 
“Dark” and the underestimators tried to fix- 
ate more on the “Light” intervals as refer- 
ence experiences. In projective techniques 
we believe that personality characteristics de- 
termine which features are seen as most 
prominent, are “fixated” on, and in time per- 
ception it may be that personality character- 
istics determine the selection of reference 
units which in turn strongly influence the 
judgment of other intervals. To present this 
idea in schematized form : just as a depressed 
subject may tend to emphasize black color in 
his Rorschach responses, he may also tend 
to select “Dark” or “Empty” intervals as 
reference units for temporal experience—a 
selection leading to long judgments of dura- 
tion generally. 

We have been primarily concerned so far 
with theoretical issues and possible psycho- 
diagnostic application of our methodological 
approach. The simple fact, however, that 
“involvement” with a task shortens subjec- 
tive duration suggests possible practical ap- 
plications ** ranging from vocational interest 
testing to assessing the entertainment value 
of television programs. The latter applica- 
tion, however, also touches upon an intrigu- 
ing theoretical issue. The problem of time 
perception in humorous situations is of con- 
siderable theoretical interest in the frame- 


14 Traditional industrial “time study” investigates 
the speed of performance of a task. In the age of 
automation, when wakefulness of the worker and 
boredom are increasingly significant problems, there 
may be room for a different kind of time study, 
investigating how a task can be arranged to make 
time pass rapidly. 


We 
D 
Actu 
Ti 
I 
4 
coal 
5 


1957] JOHN Ss. 


KAFKA 553 


work of psychoanalytic theory, since tem- 
poral experience has been related to the rate 
of discharge of cathexis(2, 4) and (12) en- 
joyment of humor has frequently been re- 
lated to release of instinctual drive, to a 
sudden and massive discharge of accumulated 
cathexis. 

There are, of course, many ways of vary- 
ing the confusing experiential cues of rate of 
temporal flow, and many ways of reducing 
stimulation. The experiment presented is 
merely a small scale presentation of a 
method, which may not only have some prac- 
tical applications, but which may be useful 
in the study of some basic problems in psy- 
chopathology. 


SUMMARY 


A method for studying the process of self- 
evaluation and organization of time experi- 
ence is described. It utilizes an experimental 
situation in which the subject is not aware 
of the experimenter’s interest in time percep- 
tion, in which external cues are minimal and 
“experiential” cues are confusing. Intervals 


in the dark are judged as longer than inter- 
vals during which the subject is in the pres- 
ence of an “auto-kinetic” light. There are 
significant individual differences in the pat- 
tern of temporal organization. Ways in 


which subjects approach the experimental 
task are described qualitatively. Theoretical 
and practical implications, including implica- 
tions for the study of psychopathological 
phenomena, and possible extensions and 
variations of the method are discussed. 
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CLINICAL NOTES 


A CLINICAL APPRAISAL OF TRILAFON 
FRANK J. AYD, Jr., 


Trilafon or perphenazine, a phenothiazine 
derivative, is a new tranquilizer which is 
rapidly effective with a minimum of side 
effects. Because of its potency and rapid 
absorption small doses are usually thera- 
peutic. Consequently, the physiologic and 
neurologic responses to it are minimal, thus 
avoiding side effects which might complicate 
treatment. 

Trilafon was administered to 300 neurotic 
and psychotic patients (ages 16-80) who 
were classified: schizophrenic reactions— 
paranoid 92, catatonic 8, unclassified 14, 
schizo-affective 27, pseudo-neurotic 5, simple 
20 ; manic-depressive reactions—depressed 8, 
manic 16, hypomanic 4; involutional agitated 
depression 31 ; tension-depression 15; senile 
psychosis 25. Patients were selected for 
treatment because anxiety, agitation, or psy- 
chomotor excitement was the predominant 
symptom of their illness. The majority were 
treated on an ambulatory basis, but some 
initially were treated in a general hospital 
or a psychiatric institution. 

The initial daily dose for mild and mod- 
erately disturbed patients was 2 mg. 4 times 
a day or 4 mg. twice daily. This was in- 
creased by increments of 2 mg. or 4 mg. until 
the therapeutic level was reached. The most 
effective therapeutic dose for this type of 
patient was 8 mg. to 24 mg. a day. The 
patient was maintained on this schedule from 
2 weeks to several months and then Trilafon 
was discontinued gradually. The duration 
of treatment varied from 1 to 10 months, the 
average being 3 months. If symptoms re- 
curred the previous therapeutic dose was re- 
administered and in some cases larger doses 
had to be prescribed. 

Acutely disturbed patients were given oral 
Trilafon, 8 mg. to 16 mg. 2 or 4 times a day. 
The maximum dose seldom exceeded 100 mg. 
daily although as much as 200 mg. was 
needed in the rare patient. When parenteral 
medication was employed the dosage was 5 
mg. to 10 mg. every 4 to 6 hours. After 3 


1 Address: 6231 York Road, Baltimore 12, Md. 
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or 4 painless intramuscular injections oral 
medication was started. 

Whenever insomnia was severe, barbitu- 
rates were prescribed along with Trilafon. 
This therapy was practical and safe because 
Trilafon does not potentiate hypnotics. 

The more pronounced the emotional dis- 
tress, the more striking was the effect of 
Trilafon. There was marked to moderate 
improvement in 216 patients while 84 re- 
mained unimproved. Chronic neurotics and 
psychotics who had little overt anxiety and 
were complacent rather than disturbed de- 
rived little or no benefit from Trilafon. The 
most dramatic improvement was observed in 
acutely ill patients in whom emotional tur- 
bulence and disturbed behavior were re- 
placed by placidity. Comparable therapeutic 
results were observed in the neurotic and 
mildly disturbed psychotic patients, but in 
these individuals behavioral changes were 
less prominent. Depressed patients were not 
helped. If the depression was accompanied 
by anxiety or agitation this drug relieved 
these symptoms. A combination of Trilafon 
and electroconvulsive therapy was safe and 
effective. Over 500 combined treatments have 
been administered and apnea, hypotension, 
cardiac irregularity or other adverse reactions 
have not been observed. 

This drug did not cause jaundice, agranu- 
locytosis or any type of dermatological reac- 
tion. In doses of 8 mg. to 16 mg. daily 
Trilafon may produce dryness of the mouth, 
miosis, weakness and fatigue, aching arms 
and legs, constipation and increased dreams. 
Larger doses, 24 mg. to 48 mg. daily, in- 
tensify these reactions and also may cause 
epigastric distress, nausea, dizziness, and in- 
frequently tachycardia. These remit with 
reduction of the dosage. Hypotensive reac- 
tions, temperature variations, diarrhea, enu- 
resis, nasal congestion, depression, deperson- 
alization or other psychic reactions were not 
seen. 

Trilafon may cause motor restlessness and 
parkinsonian manifestations. Parenteral 
Trilafon induces these rapidly and may cause 
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brief attacks of torticollis, retrocollis, and 
dystonic symptoms. Extrapyramidal symp- 
toms are related to the dose and duration of 
treatment and are most common in doses 
over 20 mg. daily but can occur with lower 
doses. A reduction of the dose or an anti- 
parkinsonism drug (Cogentin) relieves or 
abolishes these drug induced extrapyramidal 
symptoms so that it is unnecessary to stop 
Trilafon therapy. 


Patients for ECT on the acute female 
treatment service were placed alternately on 
“threshold”(1) and “glissando” methods of 
using the Reiter RC47D. In the “threshold” 
method, the warmed machine with current 
selector on 5, maximum frequency modula- 
tion, and current intensity at about 5 milli- 
amperes, was turned from “sample” to 
“treat.” The patient was kept in a mild con- 
vulsion for about 15 seconds, then if she 
did not go into a full tonic convulsion, the 
current was increased until she did. Five 
to 10 milliamperes would induce this “thresh- 
old” convulsion in most females, although 
some required more current. In the “glis- 
sando” method, the convulsion was induced 
rapidly by twisting the current intensity 
knob so that the current went from a low to 
a maximal value within one or two seconds 
after switching to “treat.” 

Most of the patients were fresh schizo- 
phrenics, and received 20 ECT. Patients 
were begun on treatment each day 6 days a 
week until confusion persisted, then they 
were given 3 ECT a week. The choice of 
patients was entirely random, and there was 
no statistically significant difference between 
the average age of the two groups. 

Patients on daily treatment were timed 
from when they left the treatment room un- 
til they awoke from gentle stimuli. Patients 
were also evaluated for persistent confusion 
as follows: trying doors and otherwise 
wandering confusedly—1-plus ; slightly more 
confused, and denudative—2-plus ; still more 


1A more complete report of this study has been 
submitted to the Journal of Nervous and Mental 
Disease. 

2 Warren State Hosp., Warren, Pa. 


A STATISTICAL COMPARISON OF TWO METHODS OF ECT ' 
PETER D. KING, M. D.? 


When compared to other phenothiazine de- 
rivatives employed as tranquilizers, Trilafon 
was found to cause fewer troublesome and 
potentially serious side effects. The value of 
this drug is the small degree of functional 
disability it causes. Its proper use abbrevi- 
ates hospitalization ; accelerates the process 
of normal recovery; facilitates psychother- 
apy; and permits ambulatory treatment for 
many patients. 


confused, and incontinent of urine and/or 
feces—3-plus ; most confused, and requiring 
spoon-feeding—4-plus. 


RESULTS 


A. Eight of 29 patients given the “thresh- 
old” technique and evaluated for confusion 
showed persistent confusion, and were 
marked with a total of 15-plus, while 11 of 
the 28 patients given the “glissando” tech- 
nique so evaluated showed persistent con- 
fusion and were marked with a total of 25- 
plus. This difference was statistically sig- 
nificant. 

B. The two groups averaged 3.8+1.5 and 
3.6+1.3 minutes for recovery following 
ECT. This difference is not statistically 
significant. 

C. The 29 patients on “threshold” method 
referred to in A received 10.5+3.1 and the 
28 on “glissando” received 8.6+2.9 treat- 
ments at the rate of 6x/week before per- 
sistent confusion led us to decrease the 
frequency of ECT to 3x/week. This dif- 
ference is statistically significant. 

D. Recovery rates as determined by re- 
lease from the hospital were slightly greater 
by “glissando” technique (12/28) than by 
“threshold” technique (8/28). However, 
this difference was not statistically significant, 
and seems to be explained by a larger num- 
ber of return patients—with a worse prog- 
nosis—on “threshold” treatment. 

E. Patients on ECT who complained of 
back pain were x-rayed, and the film was 
read by a radiologist unaware that a study 
was in progress. Only one patient out of 55 
who were given the “threshold” method re- 
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ceived a spinal compression fracture. Six 
patients out of 44 who were given the 
“glissando” technique had compression frac- 
tures of the spine. This difference is sta- 
tistically significant. There were no other 
complications except for a “questionable” 
fracture of D5 and D6 in a patient who was 
being treated by the “glissando” technique. 
In conclusion, significantly more frequent 


treatment was given with less persistent con- 
fusion and significantly fewer spinal com- 
pression fractures by using the “threshold” 
instead of the “glissando” technique with the 
Reiter RC47D. 


BIBLIOGRAPHY 


1. Impastato, D. J., and Berg, S.: 
Psychiat., 112 :932, 1956. 


Am. J. 


AN INTERESTING REACTION TO A TRANQUILIZER: TONIC 
SEIZURES WITH PERPHENAZINE (TRILAFON)' 


JAY SHANON, M.D.2 STANLEY M. KAPLAN, M.D.,3 CHESTER M. PIERCE, M.D.,* ano 
W. DONALD ROSS, M.D.° 


This preliminary note concerns a neuro- 
logical reaction to a tranquilizer observed by 
the first named author, whose detailed de- 
scription awaits publication. 

Among 560 patients of all ages being 
given perphenazine in the management of 
dermatological disorders, 7 patients, all un- 
der 23 years of age, developed the following 
reaction. There were attacks of stiffness of 
the neck or face or protrusion of the tongue, 
sometimes with screaming or other varia- 
tions. These attacks lasted about 5 to 10 
minutes and recurred at intervals. They 
ceased with discontinuation of perphenazine, 
with reduction in dosage, or when barbitu- 
rates, codeine or aspirin were added to the 
medication. They were reproduced by the 
administration to one patient of perphenazine 
in a disguised form but not by a placebo re- 
sembling perphenazine. There were no seri- 
ous consequences of these attacks. 

Neurological consultations occurred dur- 
ing the intervals between the attacks or after 
they had subsided and revealed no abnormal 
neurological signs. During an attack wit- 
nessed by two of the authors of this note 
there was tonic spasm of the tongue and 
platysma and slightly of the facial muscles, 


1From the Departments of Dermatology and 
Psychiatry, University of Cincinnati. Trilafon sup- 
plied by Harry V. Pifer, Division of Clinical Re- 
search, Schering Corporation. 

2Instructor in Dermatology, 
Dermatology Fellow) 

8 Assistant Professor of Psychiatry 

Instructor in Psychiatry, (Career Teaching 
Fellow, USPHS) 

5 Associate Professor of Psychiatry 
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with sufficiently increased tone in the right 
upper limb to produce an incomplete Hoff- 
man sign which was not present after the 
attack. During the attack the motor func- 
tions of the cranial nerves were intact apart 
from the spasms mentioned. The patient 
could talk to the examiner although her 
speech was indistinct because of spasm of 
the tongue. By the time of the attempt to 
elicit a Hoffman sign on the left the attack 
had subsided. 

The impression was of a tonic seizure, 
maximum in motor pathways through the 
hypoglossal and cervical portion of the facial 
nerves, with no impairment of consciousness. 

The only reference found in the literature 
to such a reaction to a tranquilizer are two 
passing comments on “transient episodes of 
tonic spasms” from  chlorpromazine(1), 
especially in “the neck, tongue and pharyn- 
geal muscles” (2). 

This phenomenon could be explained by 
excitation in final motor pathways beginning 
in the lower brain stem and upper cervical 
region, probably from suppression of inhibi- 
tory stimuli through higher pyramidal and 
extra-pyramidal pathways, as in attacks of 
decerebrate rigidity. This syndrome may be 
of importance to the further understanding 
of the mechanisms of action of tranquilizers. 
It does not appear to represent a serious 
toxic hazard. 
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Str: The third volume of Ernest Jones’ 
book, The Life and Work of Sigmund 
Freud, Basic Books, New York, 1957, con- 
tains a chapter on Lay Analysis, pp. 287-301, 
which ends with a letter by Freud written a 
year before his death. Quoth Freud, “The 
fact is, I have never repudiated these views 
and I insist on them even more intensely 
than before, in the face of the obvious 
American tendency to turn psycho-analysis 
into a mere housemaid of Psychiatry.” 

Apart from personal animosities, Freud 
considered psychoanalysis as independent 
from medicine and psychiatry, because to 
him it was a kind of basic anthropology or 
philosophy—Freud’s abhorrence of the latter 
term notwithstanding. It was out of such 
ideas that Freud definitely favored lay ana- 
lysts without medical or psychiatric train- 
ing. To his mind their qualifications con- 
sisted precisely of their lack of previous 
training and that would enable them to avoid 
the pitfalls of medicine and psychiatry. Im- 
manuel Kant has answered Freud’s fears 
concerning “handmaiden.” Said Kant, 
“There are two types of handmaidens, the 
one carries her mistress’s train but the other 
walks ahead of her bearing the torch to 
lighten up her path.” 

We remember the Latin saying, quod licet 
Jovi, non licet bovi. Freud had an excellent 
training in biology, medicine and neurology, 
he could well afford to march on into the un- 
charted continent which was to become psy- 
choanalysis. In the hands of laymen without 
training psychoanalysis is in deadly danger 


Editor, Tut AMERICAN JOURNAL oF Psy- 
CHIATRY : 

The purpose of this letter is to focus spe- 
cific attention upon one of the major health 
menaces of our time—schizophrenia. 

Until now, public support has been di- 
rected towards the all-inclusive field of 
Mental Health. But psychiatry has long out- 
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of silting. Contrary to what Freud thought, 
increasingly so toward the end of his life, 
psychoanalysis is not complete or immutable. 
There is no Roma locuta, causa finita in any 
science. Psychoanalysis needs a constant 
bloodstream of fresh experiences no less than 
any other science. Innocence of training may 
possibly preserve psychoanalysis of the 20s 
and early 30s as a museum piece. It seems 
that Freud was not aware for what lay analy- 
sis was heading. 

The Congresses of the Allegemeine Arzt- 
liche Gesellschaft fiir Psychotherapie, 1926- 
31 (cf. Am. J. Psychiat., March 1956) con- 
vened since 1926, tried to fill the artificial 
gap by establishing close relationships: 
(a) between psychoanalysis and the other 
systems, (b) between all the systems and 
clinical psychiatry and medicine. Conse- 
quently, those lacking a basic biological 
knowledge could participate in the discus- 
sions only as specialists in their particular 
fields. They might contribute experimental 
research and experimental method which, 
however, in their importance to psycho- 
therapy must be evaluated and put together 
by medically and biologically trained physi- 
cians. Let us hope that in the question of 
the lay analysis, mutatis mutandis, the great 
word said of Kant will come true: Kant 
verstehen heisst tiber ihn hinausgehen. (To 
understand Kant means to go farther than 
he did.) 


W. G. Ectasperc, M.D., Px. D., 
New York City. 


grown such swaddling clothes, and the 
phrase, “Mental Health,” now seems too dif- 
fuse, too ambigous, too inadequate to clothe 
its constituent parts. That is especially true 
of one of its largest segments—schizo- 
phrenia—which many believe may provide 
the key to all mental disease. It is, therefore, 
deserving of much closer public and even 
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professional scrutiny than it has previously 
received. 

An analogy to illustrate this point may be 
found in the field of public health. It would 
be unrealistic today to expect the public to 
give blanket support to the huge program 
encompassed in the entire purview of public 
health. That is why special foundations and 
funds have been established for some of its 
paramount hazards: heart disease, cancer, 
polio, etc. Only by such specific appeals to 
public conscience and public security can 
maximum interest and support be aroused. 

The basic psychological reason is obvious. 
It is easier for an individual to identify with 
a particular disease—such as heart disease, 
cancer, schizophrenia—that has been publicly 
emphasized, that he has observed in others, 
and fears in himself, than to identify with 
such generalizations as “Public Health” or 
“Mental Health.” 

Hence, the need for the creation of a spe- 
cific foundation for research and treatment 
in schizophrenia, sponsored by a parent or- 
ganization and open to public participation 
and support in much the same way as the 
Cancer Fund, Heart Fund, etc. 

Undoubtedly, schizophrenia is one of the 
most tragic diseases of mankind, not only in 
terms of intrinsic seriousness, but also in our 
relative helplessness to understand or com- 
bat it. Unlike cancer or heart disease, which 
usually strikes its victims after the prime of 
life, and often results in merciful death, 
schizophrenia finds its prey among young 
men and women on the threshold of ma- 
turity, and may condemn them to life-long 
isolation from the world about them. There 
is scarcely a family that has not been affected 
directly or remotely by this scourage. 

Each year about a guarter of a million new 
patients are admitted to our mental hospitals. 
Of these, some 21%—over 50,000—are 
schizophrenics (a number exceeded only by 
the 27% who make up the senile and arterio- 
sclerotic psychoses of old age). Further- 
more, because of the relative youth of schizo- 
phrenic patients, and because of the chronic- 
ity of the disorder coupled with a relatively 
low death rate, schizophrenics tend to ac- 
cumulate, and eventually make up the bulk 
(60%) of the patient population. Since 
there are more than 700,000 patients in our 


mental hospitals, schizophrenics account for 
about 400,000 of the mental patient popula- 
tion at any one time. 

This means that one out of every four hos- 
pital beds in this country is occupied by a 
schizophrenic, a figure so shocking that it 
challenges the imagination! 

It is, therefore, clear that schizophrenia 
represents a greater threat to potentially pro- 
ductive young people than any other disease, 
mental or physical. It may well be called the 
mental crippler of youth. 

Some comparative financial statistics will 
serve to point up the pathetic inadequacy of 
available funds for research in all types of 
mental illness, to say nothing of schizo- 
phrenia per se. About $5.00 per patient per 
year is presently being expended for re- 
search in mental illness, as compared with 

28.00 per patient in poliomyelitis, tubercu- 
losis, or cancer. If a similar amount, pro- 
portionately, were available for all mental 
illness, the funds for research would have 
to be at least $33,000,000 annually. On a 
basis of comparative specificity, schizo- 
phrenia alone would deserve such a sum. 

To achieve that goal, schizophrenia should 
first be extricated from the relative anonym- 
ity of “mental illness,” and given autono- 
mous status and emphasis. Information can 
then be more widely disseminated, public 
support more actively solicited, and research 
facilities expanded. Some notable steps have 
already been taken in these directions under 
the aegis of the National Institute of Men- 
tal Health, the National Association for 
Mental Health and the Supreme Council, 
33rd Degree Scottish Rite, Northern Ma- 
sonic Jurisdiction. 

But psychiatry has grown too big, schizo- 
phrenia too important to be confined to self- 
contained groups. It is time that schizo- 
phrenia be admitted to the public domain and 
be given sufficient impetus to pervade the 
public consciousness in its own right. 

A sampling of public opinion has indi- 
cated enthusiastic endorsement of a special 
foundation and fund for schizophrenia, and 
an administrative cadre is in the process of 
organization. This is in no way intended to 
supplant existing facilities, but merely to en- 
courage greater public interest and support. 

STANLEY R. Dean, M.D., 
Stamford, Conn. 
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SOME CURRENT ECONOMIC AND SOCIAL PROBLEMS IN 
RESIDENCY TRAINING 


The recent report by Drs. Potter, Klein, 
and Goodenough (May issue this Journal) 
underlines a number of the difficulties facing 
both the psychiatric trainee and the psychi- 
atric educator in 1957. Following World 
War II there was a large influx of relatively 
mature physicians interested in psychiatric 
training. The G.I. Bill, war-time savings, 
and stipends awarded under the newly passed 
Mental Health Act started a trend which 
has seen psychiatric residents become pro- 
gressively more the financial elite among resi- 
dent trainees. Most surgical and medical resi- 
dents look enviously at the $200 per month 
stipend paid to a beginning psychiatric resi- 
dent, even in the more austere of psychiatric 
programs. And they must feel impotent 
jealousy, if not rage, on hearing that some of 
their medical school classmates are beginning 
psychiatric training in the junior executive 
class financially. A recent summary of begin- 
ning first year stipends of 10 excellent uni- 
versity training programs in psychiatry gives 
an average monthly figure of $331. The be- 
ginning figure for 10 of the better state 
hospital residencies is $410 per month and 
in one of the largest state hospital systems, 
monthly stipends of $541 exist. 

All of this would lead one to hope that the 
financial difficulties of the trainee, if not of 
the program director who is often scraping 
the bottom of the financial barrel to compete 
in this market, would be well in hand. Yet, 
the report of Potter, et al., on psychiatric 
training costs indicates the rather desperate 
straits in which many of our trainees find 
themselves. Much, but not all of this, ap- 
pears related to the costs of personal psy- 
choanalysis and, often in addition, institute 
tuition and supervisory fees. To meet the 
cost of psychoanalytic training and therapy, 
the resident must, unless he is either wealthy 
or has married well financially, dig deeply 
into savings, borrow from relatives or other 
sources, seek income through private practice 


carried on during evenings and weekends and 
other times outside of the usual working 
hours, or rely heavily on the income of a 
working spouse. These appear to be the 
major alternatives for the psychiatric resi- 
dents desiring psychoanalytic treatment and 
training during their residency period. The 
data from Potter, et al., indicate that 2 in 5, 
and in some areas 3 of 4 of the third year 
residents in personal analysis or psychoana- 
lytic training are engaging in private prac- 
tice. Often this is quite an extensive practice 
and immediately raises the question of the 
extent to which a resident can effectively 
carry on the clinical duties of a resident and 
the necessary learning in clinical psychiatry 
at the same time. The effects on health, hap- 
piness and family tranquility are often de- 
leterious. In addition, there is another ex- 
tremely social problem, that of the psychi- 
atrist becoming “fixed” geographically in the 
area in which he trains. This reduction in 
geographic mobility results in overcrowding 
of such areas as New York, Chicago, San 
Francisco, etc., with psychiatrists and psy- 
choanalysts. The extent to which the long 
analytic training and attendant private prac- 
tice fix the young psychiatrist in private 
practice and prevent subsequent careers in 
teaching, research and public service, etc., 
must also be considered. This is not to de- 
preciate the value and importance of the 
private practice of psychiatry and psycho- 
analysis. It does raise, however, the very 
important question of the social consequences 
of the tremendous shortages in important 
fields such as academic psychiatry, research 
psychiatry, administrative and public service. 

The New York group suggests a number 
of possible solutions, based on their personal 
reports from almost 700 trainees. One solu- 
tion in particular deserves careful attention, 
namely the integrated training in psychiatry 
and psychoanalytic medicine. This is cur- 
rently being attempted in a number of centers 
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with a fair degree of satisfaction. The ex- 
pense to the training institution, however, 
is great and the number of psychiatrists who 
can be trained in this manner is limited. Un- 
less the training period is prolonged well be- 
yond the usual 3-year period, one would 
seriously question the adequacy of the train- 
ing in either field. 

A much more comprehensive and realistic 
solution to this whole problem appears neces- 
sary. A careful re-study of the report of 
the 1952 Cornell Conference On Psychiatric 
Education may be in order : “The crux of the 
problem is that we must somehow enlighten 
‘the beginner’ and orient him more realisti- 
cally. The problem is somewhat analogous 
to that of the medical student in regard to 
surgery. Many begin their medical studies 
with a great admiration for surgery and with 
an ambition to become surgeons, but further 
knowledge brings a broader perspective and 
opens new opportunities in other directions.” 
The average beginning psychiatrist enters 
the field perplexed and searching for an- 
swers. As he progresses during the first 
few months of his training, he is likely to 
become more anxious and more bewildered. 
He looks around for direction and for an 
all-encompassing frame of reference which 
will guide him. At this point psychoanalysis 
often becomes the Holy Grail. Rather than 
seeing psychoanalysis as a valuable method 
of investigating human behavior, as a body 
of theories derived therefrom, and as a 
therapeutic technique, the beginning resi- 
dent sees it as an open sesame to solving all 
the complex problems facing his patients and 
himself. In this setting too many residents 
see their only salvation in psychoanalytic 
training for themselves. 

This is not to imply that anxiety in the 
residency is the only motivation for ad- 
vanced psychoanalytic training. Far from it. 
But it is an important aspect. The psychi- 
atric educator, whether he be a psychoanalyst 
or not, can do a great deal to rectify this 
aspect of the problem. He can do this by 
improving the quality of psychiatric training 
and particularly supervision during the early 
months of training. All too often the resi- 
dent is put out to pasture unattended. Care- 
ful supervision and an attempt to give the 
beginning resident a broad overview of the 


field, including psychodynamics, but also in- 
cluding the social and bio-physiological as- 
pects of mental functioning and disease 
would go a long way in counteracting this 
early and unrealistic over-evaluation of psy- 
choanalysis as a cure of all problems and the 
solution of all mental illness. 

It would be well to emphasize the “virtu- 
ally unanimous agreement” of the 1952 Cor- 
nell Conference that “it is not necessary to 
be psychoanalyzed in order to develop compe- 
tence as a psychiatrist, including competence 
in psychotherapy and psychodynamics.” The 
words of Dr. Karl A. Menninger at this 
same conference should help beginning resi- 
dents to view this problem in a more realistic 
perspective. “I applaud this statement that 
one does not have to be psychoanalyzed to 
be a good psychiatrist. You may think that it 
is obvious, but the residents don’t believe it, 
and I don’t know how you can convince them. 
I hope this statement will help, but I don’t 
think it is enough.” The fact is that the 
necessary awareness of one’s own personality 
patterns, areas of threat, anxiety and hostil- 
ity, tendencies to “project,” and “blind spots” 
resulting from defense structures can be ob- 
tained in other ways. More often than not, 
the process of personal maturing among psy- 
chiatric residents needs a little help. How- 
ever, a short period of psychotherapy for 
themselves, training in interview techniques, 
and the indirect psychotherapy implicit in 
competent training supervision, can be suffi- 
cient for most individuals. 

Financial pressures consistently lead po- 
tentially gifted teachers to concentrate their 
efforts in more lucrative activities, in spite 
of the fact that teachers play perhaps the 
most vital role in the profession. We may 
lose some of our best residents into private 
practice. I also remember an instance of an 
intern with an extreme interest in neurology 
who felt he should enter psychiatry because 
this provided sufficient income to marry. The 
question of individual incentive, varying mo- 
tivations, and specific talents must always be 
of paramount concern to all educators, and 
particularly those in psychiatry. 

Without discussing the contribution of 
psychoanalysis to psychiatry, it is equally 
true that pathology is the bulwark of our 
concepts of physical illness. It no more fol- 
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lows, however, that we can solve the tremen- 
dous problem of mental illness in this country 
by training most psychiatrists as psycho- 
analysts, than that we can advance the fight 
against physical disease by training most 
physicians as pathologists. The analogy is 


WAGNER-JAUREGG AND THE “PRIORITY”OF PRODUCING 


admittedly not entirely accurate but it does 
contain enough truth to give us direction in 
our attempts to solve some of the pressing 
problems reviewed by Potter, Klein, and 
Goodenough. 


F. G. E. 


ARTIFICIAL FEVER FOR TREATMENT OF 


In the June issue of The American Jour- 
nal of Psychiatry (pp. 1057-1058) Maxi- 
milian Silbermann stated: “He (Wagner- 
Jauregg) noted that intercurrent febrile ill- 
nesses favorably influenced the course of 
general paresis. This inspired him to imitate 
‘nature’s experiment’ by producing artificial 
fever in his patients. Neither disappoint- 
ments nor failures in his preliminary investi- 
gations deterred him from reaching his goal, 
the cure of this previously fatal disease.” 

There is a rather short note on Alexander 
S. Rosenblum’s work submitted by B. Oks 
in the German language entitled: “Ueber 
die Wirkung fieberhafter Krankheiten auf 
Heilung von Psychosen.” (“On the Influ- 
ence of Febrile Diseases in the Cure of 
Psychoses.”’) (Arch. f. Psych. 10 :249, 1880; 
submitted in 1878). Clarence A. Neymann 
after extensive search found the original 
article in the Library of Congress, written 
in Russian, (Trudi vrach. Odessk. g. boln., 
1876-1877, Vol. 2.) This paper was trans- 
lated by S. J. Zakon under the title: “Rela- 
tion of Febrile Diseases to the Psychoses.” 
(Arch. of Derm. and Syphilology, 48:52, 
1943-) 

In his excellent treatise Rosenblum states : 
Febrile disease has a dual relationship to the psy- 
choses. On the one hand it plays an important role 
in the causation of psychoses; on the other, the 
occurrence of a febrile disease is not without in- 
fluence on the course of the psychosis. Frequently 


the mental disturbance improves and disappears en- 
tirely with the development of fever. 


Rosenblum quotes many others who before 
him made similar observations ; among them 
are Schlager, Jakobi and Sydenham. He es- 
pecially gives full credit to Nasse who in 
1770 described and tried to explain by ana- 
tomico-pathologic observations the recovery 


GENERAL PARESIS 


from psychosis after the patient suffered 
from typhoid. The earliest report of the 
beneficial action of fever in improving the 
course of mental disease seems to be that of 
S. Tuck (1813), followed by J. E. D. Es- 
quirol (1838), F. Koster (1848), C. Ame- 
lung (1859), W. Griesinger (1865) and 
H. Maudsley (1876). 

Rosenblum observed “curative effect” of 
the following febrile diseases : 4 cases of ma- 
laria, 6 cases of typhoid and 22 cases of 
recurrent fever. In a footnote of the Ger- 
man report Oks states: “According to a 
personal communication of Rosenblum, re- 
current fever was produced in all the 22 
cases by inoculation with spirilla.” For ob- 
vious reasons Rosenblum did not dare to 
publish in Russia his successful experiments 
obtained by artificial inoculation. He was 
thus the first physician to induce artificial 
fever in the human for the treatment of 
mental diseases. He finishes his paper with 
the following statement : 

It is possible, too, that some of the patients might 
have recovered without fever. However, although 
mindful of these possibilities, I still insist that 


febrile disease has a curative effect on the psy- 
choses. This fact seems well proved. 


In 1935 during the International Neuro- 
logical Congress in London the present 
writer asked Wagner-Jauregg whether he 
knew Rosenblum’s work on artificial fever 
treatment. Wagner-Jauregg stated that not 
only did he know about it but that he gave 
Rosenblum credit for his daring undertaking. 

Notwithstanding all these facts we owe 
everlasting gratitude to Wagner-Jauregg. At 
a time when general paresis killed its victims 
in at most a very few years, he worked out 
with ingenious and indefatigable effort a 
fever treatment which gave many patients 
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such marked improvement that they were en- 
abled to return to gainful occupations for 
several years. At the present time some of 
the antibiotics are supplanting the fever 
treatment. No matter what kind of treat- 
ment we are giving, general paresis is still 
with us. For this tragic fact we physicians 
are to be blamed. We know the causative 
spirochetes; we know the mode of their 
spreading. The time is ripe to stop the spread 
of lues. In neglecting a concerted effort we 
are committing an unforgivable wrongdoing. 
We do not need pioneers, or even discus- 
sions on priority of a preventable disease, 


but we need fighters who will eliminate this 
serious major psychosis, the cause of which 
is known to us. If we do not make some 
radical attack to eliminate the spread of 
syphilis we still will have general paretics. 
In the United States along 156,000 cases 
were reported in 1953. (T. Rosenthal and 
J. E. Vandow: “Venereal Disease Control 
in New York City,” Pub. Health Rep., 71: 
381, 1956.) And who could tell how many 
cases were not reported? 
Victor E. Gonna, M. D., 
Veterans Administration Hospital, 
Palo Alto, California. 


PREJUDICE 


There are only two ways to be quite unprejudiced and impartial. One is to be com- 
pletely ignorant. The other is to be completely indifferent. Bias and prejudice are attitudes 
to be kept in hand, not attitudes to be avoided. 


—Cxaries P. Curtis 
(A Commonplace Book. 1957) 


GROOVES 


The situation (modern professionalism) is dangerous. It produces minds in a groove. 
Each profession makes progress, but it is progress in its own groove. Now to be mentally 
in a groove is to live contemplating a given set of abstractions. The groove prevents stray- 
ing across country, and the abstraction abstracts from something to which no further at- 
tention is paid. But there is no groove of abstraction which is adequate for the compre- 


hension of human life. 
ension of hu —A. N. WHITEHEAD 
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SUMMARY OF SECOND INTERNATIONAL 
CONGRESS FOR PSYCHIATRY, SEPTEMBER 1-7, 
1957.—The second International Congress 
for Psychiatry held in Zurich, September 
1-7, has been most successful owing to the 
gigantic efforts of Dr. W. A. Stoll, secretary, 
and Dr. Manfred Bleuler, president. 

The greatest interest of the congress 
seemed to be directed towards psychophar- 
macotherapy. Testimony from many natious 
proved the universal efficacy of this method, 
dispelling the notion that neuroleptic drugs 
are placebo-like in action, 

Meprobamate, perphenazine, methylpheni- 
date hydrochloride, reserpine, WHL-763, 
deaner tartrate, Vespring, iproniazid, chlor- 
promazine, benactyzine, d-lysergic acid di- 
ethylamide, Rauwolfia Serpentina, mepazine, 
Compazine and others were prominently 
mentioned as useful in neuropsychiatric pa- 
tients, and their mode of action, as eluci- 
dated by biochemists and the physicians us- 
ing them, occupied many hours of the 
Congress. Psychopharmacotherapy was the 
newest form of treatment brought before the 
members. 

Psychotherapeutic procedures held the in- 
terest of many at diversified sessions, while 
psychosurgery was represented by 6 papers. 

Films on meprobamate, d-lysergic acid di- 
ethylamide and childhood schizophrenia were 
shown by participants from the United 
States. Other films showed the improvement 
in European mental hospitals since the use 
of neuroleptic drugs, the effects of nutrition 
on schizophrenics and childhood psychoses. 

Over 300 papers were divided into ses- 
sions with the following themes: psycho- 
pharmacotherapy (14), psychotherapy (9), 
mixed subjects (9), pathophysiology (4), 
shock therapy (4), biochemistry (4), no- 
sology (4), child psychiatry (4), historical 
(4), anthropology (4), art in schizophrenia 
(3), genetics (3), psychology (3), somatiza- 
tion (2), psycho-endocrine (2), organic 
etiology (2), symptomotology (2), body 
structure (2), sociopathic problems (2), 
milieu (2), dynamics of schizophrenic lan- 


guage (1). This indicates the current trend 
of psychiatry. 

The Congress dinner held at the Kongress- 
haus and Hotel Dolder brought together har- 
moniously at each table representatives from 
many nations, from different disciplines and 
with different political beliefs. 


VISITS TO BURGHOLZLI AND BASLE 


On 8-29-57, I visited Burghdlzli, a beauti- 
fully kept hospital of about 550 patients, 
where Eugen Bleuler was director and where 
his son, Manfred is now the director. 

In attending Dr. Manfred Bleuler’s clinic, 
I found that he and Dr. W. A. Stoll and the 
staff of the hospital, had not used phreno- 
tropic drugs extensively either in dosage or 
number of patients, and they used the shock 
therapies in only a small percent of patients, 
depending more on their one to three ratio 
of nurse-to-patient care. 

They said they “were happy to have the 
drugs shorten the psychotic period of mental 
illness, but do not think it is causal therapy.” 
Dr. Bleuler thinks the cause of schizophrenia 
is “inheritance and predestination (fate).” 
Dr. Stoll explained that they have difficulties 
with relatives in using drug therapy and also 
in keeping patients on a maintenance dose 
outside the hospital because “they do not 
like to take medicine.” 

I also visited the great Ciba chemical 
plants at Basle where extensive animal stud- 
ies were demonstrated concerning d-lysergic 
acid diethylamide, showing the importance 
of this agent in determining the action of 
other phrenotropic drugs, as well as its own 
potency as a euphoriant. 

In another laboratory, where Serpasil 
(reserpine) was first isolated in 1952, fur- 
ther animal studies demonstrated the steadily 
mounting evidence of reserpine’s beneficial 
action in a growing list of physical and psy- 
chical pathological conditions. The action of 
methylphenidate hydrochloride was clearly 
indicated on drums during studies on the rat. 

A third laboratory demonstrated by animal 
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tests the efficacy of iproniazid in tuberculosis, 
and now in the neuroses and psychoses. 

The time and the place of the Third Inter- 
national Congress for Psychiatry has not, as 
yet, been decided. Canada and South 
America have been prominently mentioned 
and some favored a congress every five years, 
others every seven. 

Simultaneous translations into the various 
languages at all sessions will facilitate the 
understanding of the people as well as of the 
material presented. 

The beautiful garden city of Switzerland, 
Zurich, with its back-drop of grandeur, the 
Alps, its sail boats suggesting the sea and its 
delightfully hospitable people have contrib- 
uted magnificiently to the scientific benefits 
of the Second International Congress for 
Psychiatry. 

VERONICA M. PENNINGTON, M. D. 
Mississippi State Hospital, 
Whitfield, Miss. 


AMERICAN Heart AssociATION.—This 


Association has announced that its annual 
campaign for research funds will be con- 


ducted February 1 to 28, 1958. When it is 
realized, as the Association reports, that car- 
diovascular diseases are responsible for 54% 
of all deaths in the U. S., that is, more than 
all other causes put together, it is obvious 
that this campaign deserves the support of 
all who are interested in the health of the 
people. 

DANGERS OF TRANQUILIZERS IN TABLET 
Form.—Dr. John Meyer, director of educa- 
tion and research at the Independence Men- 
tal Health Institute, Independence, Iowa, re- 
ports that problem children and adolescents 
at the Institute who were given tranquilizers 
in tablet form, developed the habit of hiding 
the pill under the upper lip, tongue, cheek 
or in the hand, and would save them until a 
large number were accumulated which could 
be taken all at once to induce a “jag,” but 
leading to sickness and vomiting. Other 
instances are reported by Dr. Meyer where 
the child ‘smuggled’ the pill and then simply 
disposed of it. Dr. Meyer believes that the 
problem of smuggling tranquilizing pills is a 
much larger one than is commonly suspected, 
and that it could be solved by administering 


tranquilizers to undependable patients only 
in liquid form. 


FourtH ANNUAL INsTITUTE OF CHILD 
PsyCHIATRY.—The program theme of the 
fourth annual Institute which took place in 
Los Angeles, Calif., November 16, 1957, was 
“Hospitalization—Its Effect on Children.” 
Guest speaker was René A. Spitz, M. D., 
who led the seminar on The Concept of 
Stress, and the Effect of Emotional Depriva- 
tion in Early Childhood. 

This Institute was inaugurated to acquaint 
pediatricians and other physicians whose 
practice includes children, with the psycho- 
dynamic concepts in child development and 
childhood illnesses. 


THE Woops ScHoois.—President Ed- 
ward L. Johnstone of the Woods Schools, 
Langhorne, Pa., announced the opening on 
Oct. 12, of the Child Study, Treatment and 
Research Center, offering a wide range of 
services for children with mental, emotional, 
and physical handicaps. 

First of its kind in the country, the Center 
is affiliated with 3 universities, as well as a 
metropolitan hospital and a child guidance 
clinic. Dr. William C. Adamson, child psy- 
chiatrist, heads the resident staff. The Cen- 
ter’s services are available not only to chil- 
dren of The Woods Schools but to all others 
who can be accommodated on an outpatient 
basis. Boys and girls, aged 9 to 18, with 
emotional difficulties, may also be enrolled 
for a 3 to 6 months period. 

Cooperating with the resident staff are the 
following affiliations: University of Penn- 
sylvania’s Department of Psychiatry and 
Graduate School of Social Work ; Children’s 
Hospital of Philadelphia ; Philadelphia Child 
Guidance Clinic ; Special Education Depart- 
ments of Rutgers University and Teachers 
College, Columbia University. 


RECOMMENDATIONS FOR REPORTING 
Srupies oF PsycuHiatric Drucs.—A bulle- 
tin has been issued by the U.S. Public Health 
Service on the findings and recommenda- 
tions of the conference held in Washington 
D. C., Jan. 1957, concerning the reporting of 
psychiatric drug studies. 

The purpose of the conference, arranged 
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by the Psychopharmacology Service Center 
of the National Institute of Mental Health, 
in collaboration with The American Psychi- 
atric Association, was to consider what kinds 
ot information would make clinical reports 
more informative, more meaningful and 
more conducive to improved research efforts. 

Reports of 4 of the 5 committees on which 
the members served are presented in this 
bulletin: Patient Selection and Description ; 
Evaluation of Change; Description of the 
Treatment Setting; and Drug Therapy and 
Toxicity Reactions. Each report contains de- 
tailed analysis and delineation of the prob- 
lems of adequate reporting of clinical drug 
evaluation studies, and an outline of the 
factors that any research worker must con- 
sider when reporting such studies. 

The bulletin may be obtained from the 
Psychopharmacology Service Center, Na- 
tional Institute of Mental Health, Public 
Health Service, Bethesda, Md. 


Jupce BazeLon Honorep.—Dr. Harry 
C. Solomon, president of The American Psy- 
chiatric Association, presented to Judge 
David L. Bazelon of the United States Court 
of Appeals, District of Columbia, a Certifi- 
cate of Commendation for his contributions 
to better understanding between psychiatry 
and the legal profession, at the Association’s 
gth Mental Hospital Institute in Cleveland, 
September 30, 1957. 

The citation stated that Judge Bazelon 
“through his opinions has brought to Ameri- 
can jurisprudence the concept that when 
criminal acts are perpetrated as a result of 
mental illness, the courts will consider the 
nature of the illness of the accused. In this 
achievement he has removed massive barriers 
to communication between the psychiatric 
and legal professions and opened pathways 
wherein together they may search for better 
ways of reconciling human values with social 
safety. The American Psychiatric Associa- 
tion extends to him its deepest admiration 
and gratitude.” 

In his presentation remarks, Dr. Solomon 
stated that Judge Bazelon, in the 1954 Dur- 
ham case and other cases since then, had 
laid down for his court the principle that an 
accused is not criminally responsible if his 
unlawful act is the product of a mental dis- 
ease or defect. 


OF MEDICINE” TELEVISION 
RIES.—The recently formed Organization 
for National Support of Educational Tele- 
vision (ONSET) has planned the production 
of quality programs on a national scale. 
Business firms will be invited to act as “pa- 
trons,” but will exercise no influence or con- 
trols over program content. 

The first series, entitled “World of Medi- 
cine” consists of 13 medical programs pro- 
duced with the cooperation of numerous pro- 
fessional societies, universities, physicians 
and research scientists. No actors, scripts or 
dramatized sequences have been used; au- 
thorities and specialists in various fields of 
medicine created their own roles. Among the 
subjects of these half-hour programs are 
Radiology, Allergy, Reading the Brain, The 
Eye, Pediatrics, Veterinary Medicine, and 
Geriatrics. 

This first series has been produced under 
the patronage of Shering Corporation, and 
the kinescopes will be made available by them 
after the initial showings, to medical and 
lay educational and civic groups. 

For further information contact “World 
of Medicine,” Science Information Bureau, 
445 Park Avenue, New York, N. Y. 


NATIONAL LEAGUE FoR Nurstnc.—The 
NLN has issued a 15-page pamphlet en- 
titled Psychiatric Nursing Supplement to the 
Self-Evaluation Guide for Schools of Nurs- 
ing. It has been prepared by Eleanor Frany, 
R.N., Assistant Director of NLN Mental 
Health and Psychiatric Nursing Advisory 
Service. 

The guide is for the use of nursing in- 
structors in schools of nursing and in psy- 
chiatric hospitals to help develop, evaluate 
and improve the psychiatric nursing area as 
an integral part of the total curriculum. 

The supplement can be obtained by writ- 
ing to The National League for Nursing, 
2 Park Avenue, New York 16, N. Y. 
Price: .40¢. 


U.S.P.H.S. Awarps For RESEARCH IN 
NEUROLOGICAL AND SENsorY DisorDERS.— 
The Public Health Service has announced a 
new program of financial support for ad- 
vanced training of research scientists in the 
field of neurological and sensory disorders, to 
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be conducted by the National Institute of 
Neurological Diseases and Blindness, of the 
Service’s National Institute of Health, Be- 
thesda, Maryland. 

Individual awards will be made for 9 
months to one year, subject to renewal up to 
3 years. Stipends may range from $5,500 to 
$14,800 a year. 

Application forms and instructions may be 
obtained from the Chief, Extramural Pro- 
grams Branch, National Institute of Neuro- 
logical Diseases and Blindness, National In- 
stitutes of Health, Bethesda 14, Md. 

Applicants must be citizens of the United 
States or applicants for citizenship. They 
must have completed either (1) the residency 
training requirements in a clinical specialty, 
or its equivalent, or (2) at least 3 years of 
pertinent postdoctoral training or research 
experience. 


Tue Hornemer Prize.—The Hof- 
heimer Prize of $1,500 is awarded annually 
by The American Psychiatric Association 
for an outstanding research contribution in 
the field of psychiatry or mental hygiene, 
which has been published within 3 years of 
the date of the award. The competition is 
open to citizens of the United States and 
Canada not over 40 years of age at the time 
the article was submitted for publication ; or 
to a group whose median ages do not exceed 
40 years. 

The next award will be made at the annual 
meeting of the Association in May 1958. 
Articles submitted before March 1, 1958 will 
be considered. Eight copies of each publica- 
tion and data concerning age and citizenship 
should be sent to John I. Nurnberger, M. D., 
Chairman, Hofheimer Prize Board, 1100 
W. Michigan St., Indianapolis 7, Indiana. 


RevisTA DE CieNciAs SociALes.—This new 
quarterly review is published by the College 
of the Social Sciences, University of Puerto 
Rico, under the editorial direction of Ratl 
Serrano Geyls, assisted by an editorial board 
of 10 members from the faculty of the 
Social Sciences. 

The program of the Revista will be inter- 
national and it proposes to publish original 
contributions, as well as translations of perti- 
nent articles in related foreign journals, deal- 


ing with all aspects of social relations. It 
invites international cooperation. 

The first number (March, 1957) runs to 
225 pages and contains the following arti- 
cles ; Society and the State (Martin Buber) ; 
The Political Basis of the Civil Service in 
Latin America (Pedro W. Amato) ; Family 
Structure and Fertility in Puerto Rico 
(Roubin Hill, et al.) ; Meta-economics (Leo- 
pold Kohr) ; Psychological Aspects of In- 
dustrialization (Beate R. Salz) ; Administra- 
tive Reorganization in Puerto Rico (Henry 
Wells) ; The Validity of Field Data (Vidich 
and Bensman) ; The British Caribbean Fed- 
eration: the West Indian Background (Gor- 
don K. Lewis). 

The Revista contains also book reviews, 
abstracts from the periodical literature, and 
items of news. 

The subscription price is $3.00 per year. 
Correspondence should be addressed to the 
Director, Revista de Ciencias Sociales, Uni- 
versidad de Puerto Rico, Rio Piedras, P. R. 


WEsTERN New YorK Psycuiatric So- 
CIETY.—This Society has now been officially 
accepted as a District Branch of The Ameri- 
can Psychiatric Association. The present 
membership is 31 and the officers are: presi- 
dent: Dr. Evelyn Alpern; president-elect : 
Dr. Duncan Whitehead; secretary; Dr. S. 
Mouchly Small; treasurer: Dr. Clarence A. 
Vallee ; councillors; Dr. John G. Robinson, 
Dr. L. Murray Rossman. 


Dr. PASAMANICK CHAIRS COMMITTEE ON 
NoMENCLATURE.—Dr. Philip M. Hauser, 
chairman of the U.S. National Committee 
on Vital and Health Statistics, a Committee 
of the Surgeon General, has appointed Dr. 
Benjamin Pasamanick, professor of psychi- 
atry and director of research of the Colum- 
bus Psychiatric Institute and Hospital, chair- 
man of a newly constituted national sub- 
committee on the classification of mental 
diseases. 

The subcommittee will review the pres- 
ent section of the International Statistical 
Classification and recommend modifications 
which may be included in the revised edition 
of the /nternational Statistical Classification 
of Diseases, Injuries and Causes of Death. 
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Dr. BraceLtAND Honorep.— Surgeon 
General Leroy E. Burney of the U. S. Public 
Health Service has announced the appoint- 
ment of Dr. Francis J. Braceland, Psychi- 
atrist-in-Chief of the Institute of Living and 
President of the Association for Research in 
Nervous and Mental Disease, as a member 
of the National Advisory Mental Health 
Council. 

Dr. Braceland’s duties as a member of the 
Council will consist of giving advice and 
making recommendations to the Surgeon 
General regarding programs of the National 
Institute of Mental Health. 

The Council’s 12 members who are each 
appointed for 4 years are leaders in medicine, 
science, education and public affairs, Ex- 
officio members include the Surgeon General 
of the Public Health Service as chairman, 
and two members representing the Veterans 
Administration and the Department of De- 
fense. 


SeconpD Wor_p CONFERENCE ON MeEpI- 
cAL EpucaTION.—Doctors and medical edu- 
cators of the world will be convened to con- 
sider the theme, “Medicine—A Life Long 
Study,” at the Second World Conference 
scheduled for Chicago, Ill, August 30— 
September 4, 1959. 

This conference will be sponsored by The 
World Medical Association. Collaborating 
organizations include: World Health Or- 
ganization, International Association of Uni- 
versities, Council on International Organiza- 
tions of Medical Sciences. 

The program committee is under the chair- 
manship of Dr. Victor Johnson, director of 
the Mayo Foundation for Medical Education 
and Research, University of Minnesota 
Graduate School, Minnesota. 

Four general section subjects are cur- 
rently being considered: 1. Basic Clinical 
Training for all Doctors ; 2. Advanced Clini- 
cal Training for General and Specialty Prac- 
tice ; 3. Education for Research and Teach- 
ing; and 4. Methods of Continuing Medical 
Education Throughout Life. 

Dr. Raymond B. Allen, Chancellor, Uni- 
versity of California in Los Angeles has been 
named President of the Conference. Dr. Ray 
F. Farquharson, Sir John and Lady Eaton 
Professor of Medicine, University of To- 


ronto, and Dr. Victor Johnson, University 
of Minnesota Graduate School of Medicine, 
will act as Deputy Presidents. 

The program committee needs suggestions 
in the selection of conference topics and emi- 
nent doctors qualified to speak on these sub- 
jects. Every medical organization of the 
world is cordially invited to submit the 
names of these experts, the area of each 
expert’s proficiency as well as topics and sub- 
jects the discussion of which at such a world 
forum, would prove useful in elevating the 
standards of medical education the world 
over 

Suggestions should be addressed to: The 
World Medical Association, 10 Columbus 
Circle, New York 19, N. Y. 


GRADUATE SCHOOL OF PsYCHIATRY, NEW 
York State University.—Thirty-four phy- 
sicans from 6 downstate institutions of the 
Department of Mental Hygiene entered their 
first year of advanced graduate training in 
psychiatry at the Downstate Medical Center 
of the State University of New York, when 
the graduate school reopened in Brooklyn 
October 8, 1957. 

The Graduate School, initiated last au- 
tumn, is under the joint direction of the 
State University Downstate Medical Center 
and the State Department of Mental Hy- 
giene. It is under the direction of Dr. 
Sandor Rado. 

Instruction at the medical school includes 
psychodynamics, psychopathology, clinical 
psychiatry, and comprehensive medicine, in 
addition to basic subjects such as neuro- 
chemistry, neuroanatomy, and neurophysiol- 
ogy. This year, as an adjunct to the teaching 
program, the school is opening a new out- 
patient clinic to be located on the grounds of 
Kings County Hospital Center at 600 Albany 
Ave., Brooklyn, which will be staffed by 
faculty from the school of graduate psy- 
chiatry. 


Tue A. E. BENNetr Awarp.—The So- 
ciety of Biological Psychiatry is offering an 
annual award which was made possible by 
the A. E. Bennett Neuropsychiatric Research 
Foundation. The award will consist of ex- 
penses for attendance at the annual meeting, 
in addition to an honorarium of $250. It 
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will preferably be given to a youngish in- 
vestigator and not necessarily a member of 
the Society of Biological Psychiatry, for 
work recently completed and not published. 
The paper will be read as part of the pro- 
gram of the annual meeting of the Society 
and will be published in the same journal as 
the other papers read at that meeting. The 
honorarium will be awarded at the annual 
banquet. 

Pleast submit papers in quadruplicate to 
Arthur A. Ward, head of the division of 
neurosurgery, School of Medicine, Univer- 
sity of Washington, Seattle 5, Wash., or to 
the chairman, committee of award, Harold E. 
Himwich, Galesburg State Research Hos- 
pital, Galesburg, III. 


CONFERENCE ON REHABILITATION OF THE 
MENTALLY ILL: SociAL AND EcoNoMIc 
Aspects.—Sponsored jointly by The Ameri- 
can Psychiatric Association (Committee on 
Research) and the American Association for 
the Advancement of Science (Division of 
Social and Economic Sciences), Dr. Milton 
Greenblatt of the Massachusetts Mental 
Health Center and representing the A.P.A. 
Committee on Research, has arranged this 
conference to be held in Indianapolis, Dec. 
29-30, 1957. 

The 4 sessions of the conference will deal 
respectively with General Problems, Hos- 
pital Aspects of Rehabilitation, Transition 
from Hospital to Community, and Com- 
munity Aspects of Rehabilitation. 

A group of eminent speakers will come 
together to participate in these meetings, and 
Dr. Greenblatt expresses the hope and the 
confidence “that this sterling group of indi- 
viduals will bring forth something of value 
in the area that we have defined for our 
discussion.” 


Apotr Meyer MemoriAL AWARDS, 
1957.—In the August 1957 issue of this 
JouRNAL it was recorded in the news section 
that two members of the Association, Drs. 
Cameron and Moll (both Canadians), had 
received these awards. Later information 
was to the effect that 6 awards were made. 
The other recipients were: Dr. M. Ralph 
Kaufman, Mt. Sinai Hospital; Dr. Paul V. 
Lemkau, then of New York City ; Dr. Alex- 
ander Wolf, New York City ; and Mr. Alton 
Blakeslee of the Associated Press, for his 
excellent reporting of mental health issues. 


RETIREMENT OF Dr. Lewis.—Dr. Nolan 
D. C. Lewis, who retired last June as direc- 
tor of research at the N. J. Neuropsychiatric 
Institute in Princeton, has now resigned all 
his editorial responsibilities in connection 
with the Journal of Nervous and Mental 
Disease, The Psychoanalytic Review, and 
Journal of Child Behavior. He continues as 
consultant in research to the N. J. Neuro- 
psychiatric Institute and to several hospitals 
and medical schools. 

Dr. Jacob Finesinger assumes the editor- 
ship of the Journal of Nervous and Mental 
Disease. 


AMERICAN Group PsyCHOTHERAPY As- 
SOCIATION.—The 2nd annual Institute and 
15th annual Conference of the American 
Group Psychotherapy Association will be 
held at the Henry Hudson Hotel in New 
York City, January 22-25, 1958. For fur- 
ther information write to Dr. Milton Berger, 
program chairman, 50 East 72nd St., New 
York 21, or Dr. Cornelius Beukenkamp, 
public relations chairman, 993 Park Ave., 
New York 28. 


The optimist proclaims that we live in the best of all possible worlds; and the pessimist 


fears this is true. 


—JaMeES BraNcH CABELL 
(The Silver Stallion) 
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MANAGEMENT OF EMOTIONAL PROBLEMS IN MEDICAL 
Practice. Edited by Samuel Liebman. (Phila- 
delphia: Lippincott, 1956, pp. 152. $5.00.) 

This practical and readable book is composed of 
9 chapters, each by a well known psychiatrist. Each 
is a separate essay, taking up such subjects as psy- 
chiatric emergencies, sedatives, anxiety, repression, 
overeating and drinking, and community resources. 
Two of the chapters stand out for originality and 
forcefulness. Dr. George C. Ham has written a 
remarkable contribution on the “Management of 
the Multiple Complainer.” He describes these pa- 
tients brilliantly, and his specific advice as to how 
to manage them is full of wisdom; for example, 
“Listen to what the patient has to say; listen a long 
time and frequently, alone and without interruption,” 
and he emphasizes that one must not be satisfied 
with a “correct” medical diagnosis but must arrive 
at a total diagnosis. In other words, the physician 
must understand what the patient is trying to com- 
municate to those around him by his actions and 
words; what he is trying to say about his needs, 
feelings of being misunderstood, and lack of grati- 
fication in life. Then only can he be helped to as- 
sume responsibility for better techniques of living 
with reality. This paper should be required reading 
for every medical student! Likewise Dr. Alvarez’ 
chapter on avoiding the production of iatrogenic 
disease is a most useful list of “dont’s” for all 
doctors to peruse prayerfully. He tells the reader 
of the dangers of saying too much; and the great 
need for saying nothing about insignificant findings ; 
also the harmful effects of taking refuge in silence. 
The mistakes are pointedly illustrated by examples 
of the author’s long experience as a medical con- 
sultant. 

Altogether, this is a well written, well edited and 
printed book, which will be enjoyable and fruitful 
reading for students and practitioners of medicine. 

STANLEY Coss, M.D., 
Cambridge, Mass. 


PsYCHOTHERAPY AND COUNSELING. By Lawrence 
K. Frank, Rollo May, and others. A reprint 
of Article 3, pp. 319-432, Vol. 63, Annals of 
the New York Academy of Sciences, 1956. 


This is a report of a conference of 5 commissions, 
one each from the fields of medicine, psychology, 
social work, guidance, and the ministry. Each com- 
mission had 6 to 10 members, who worked to- 
gether to prepare a written discussion of the man- 
ner in which their particular profession practices 
psychotherapy and/or counseling. 

The obvious purpose of the conference was to 
make a concrete step toward better interprofes- 
sional understanding. The report shows an earnest 
striving toward this purpose. It is, however, only 
a beginning, for it shows the areas of agreement, 
even overlapping, more clearly than it does the 
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special difference and value of each profession. 
Each commission gives assent to the generalities: 
1. that the separate professions do need each other ; 
2. that need for continuous self-examination of its 
methods is necessary to improve its work; 3. that 
psychotherapy requires not so much “treatment of” 
the patient (or “client”) as it does “relating to” 
him; and 4. most emphatically of all, that there 
really is a definable method of helping people to 
grow and adjust, to achieve “maximum self-reali- 
zation, compatible with the needs of others.” How- 
ever, each profession also seems to affirm, some- 
what defensively, its own complete adequacy. 
Although for the person needing help, it may be al- 
most a matter of chance which profession’s hands 
he falls into first, nevertheless we are to rest as- 
sured that his obstacle to growth will be accurately 
discovered, whether internal or external; that the 
profession will know its limitations sufficiently to 
insure referral when needed; and that if psycho- 
therapy and/or counseling is followed through, that 
profession may need no supervision from another 
profession. 

Conditions are probably not as satisfactory as 
this might indicate and we hope that other con- 
ferences, in such an atmosphere of friendliness, will 
attempt to define the special limitations, as well as 
the special values, which each profession brings to 
this problem. 

Eucene ALEXANDER, M.D., 
Henry Ford Hospital. 


Tue RyyTHM oF Epteptic ATTACKS AND Its Re- 
LATIONSHIP TO THE MenstrRuUAL Cycie. Acta 
Scandinavia No. 105. By Ruben Almquist. 
(Copenhagen: Munksgaard, 1955.) 


Out of a series of 400 consecutive cases, 146 
proved suitable for analysis. The author uses a 
graphic technique for plotting seizures, and by 
simple inspection analyzes the cases for rhyth- 
micity. Of 62 males analyzed, 18 showed a well 
marked rhythmicity. Of 84 females, 29 were posi- 
tive. There is, however, no sharp dividing line be- 
tween positive and borderline cases. Roughly speak- 
ing, the case material shows that the rhythm ap- 
pears to be as frequent in male as in female pa- 
tients. Some of the cases discussed are children 
but the available material did not make possible a 
comparison of different ages. However, the di- 
agrams showed that rhythmical distribution of at- 
tacks was not confined to the reproductive age. 
The author’s material indicates that though time 
relations between attacks and menstruation do 
exist, the idea that menstrual events are a primary 
and dominant cause of seizure rhythmicity must 
be abandoned, as the phenomenon of rhythmicity 
appears about as often in male as in famale pa- 
tients and is also to be found in children. 

EvizasetH G. Frencn, M.D., 
Boston, Mass. 
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A Mobern Procress ror Diasetics. By 
Garfield G. Duncan. (Philadelphia: W. B. 
Saunders, 1956.) 


Garfield Duncan, a leading diabetic specialist, 
has written a clear comprehensive manual. He pro- 
vides detailed instructions for the management of 
the day-to-day problems of diabetic patients. The 
book is more vivid and personal than similar 
manuals because it is written in the form of a story 
with a young social worker as the heroine. The 
diabetic patients whom she encounters have a variety 
of occupations, attitudes to the disease, and personal 
problems which are discussed in a practical and 
helpful manner. The effect is marred somewhat by 
an overly ponderous style, which tends to make 
the characters preach rather than talk, but this is 
a minor defect in an excellent book for diabetic pa- 
tients and their doctors. 

W. B. Spautprnc, M. D., 
University of Toronto. 


SpeciaL EpucaTION FOR THE EXCEPTIONAL CHILD. 
Vol. III: Mental and Emotional Deviates and 
Special Problems. Edited by M. E. Frampton 
and E. D. Gall. (Boston: Porter Sargent, 1956, 
pp. 699. $4.00.) 


In this third of 3 volumes on special education, 
authorities in many different fields bring their 
particular insights to bear on the abnormally bright, 
the neurologically impaired, the emotionally dis- 
turbed, the delinquent, and the mentally deficient. 
The only general statement that can be made about 
special education for these heterogeneous groups 
is that they all require it; the ways in which it 
must be special will differ for each category, and 
often for each individual within that category. 

First of all, there are the “gifted.” The tradi- 
tional belief that intellectual superiority and scho- 
lastic precocity are apt to lead to social maladjust- 
ment, neurosis, or psychosis is energetically denied. 
The evidence cited for a clear-cut association be- 
tween superiority, stability, and career success is 
impressive, although some clinicians might question 
the adequacy of the criteria used to assess emo- 
tional health. All, however, will sympathize with 
the authors’ desire to promote special educational 
programs for gifted children as a means of pre- 
venting the current waste of much-needed intel- 
lectual resources. Perhaps some of the contradic- 
tions between clinical experience and the results of 
follow-up studies on specially-educated gifted 
children might be explained by assuming that the 
early identification and accomodation of the latter 
had spared them the pathogenic boredom and 
frustration of the superior child surrounded by 
mediocrity and denied stimulating tasks. 

In the group of papers dealing with brain-dam- 
aged children, the many variables, as well as the 
common features in these conditions are fully 
covered. Various combinations of perceptual and 
motor disabilities, together with the maturational 
lag observed in this group, make it especially diffi- 
cult to assess the potentialities of these children and 
to devise special educational programs for them. 


A primary aim of their education must be to pattern 
the unpatterned by developing and reinforcing sen- 
sory and motor correlations, so as to correct their 
faulty images of self and external reality. Be- 
cause compulsivity is the defense par excellence of 
the brain-damaged child, the teacher is urged to 
tolerate this defense when established and encour- 
age it if it has not yet appeared. 

A whole series of papers on the cerebral palsied 
brings out the multiplicity of handicaps with which 
these children must cope and the many types of 
special educational and therapeutic techniques re- 
quired to meet their needs. The importance of early 
socialization is stressed: in no group is it more 
vital to avoid isolation and homebound dependence. 
Self-acceptance must be encouraged by group- 
acceptance, and progress is much more likely to 
occur among peers than in an exclusively familial 
setting, where helplessness has its rewards. 

Since most epileptic children are to all intents 
and purposes “normal” children except during 
seizures, they do not ordinarily need “special” edu- 
cation. If the seizures are too frequent, or too 
disturbing to others in the classroom, special classes 
or home instruction may be necessary, but when- 
ever possible these children should be in regular 
classes. An occasional seizure need not disturb a 
class unduly if the teacher’s attitude is casual and 
the innocuous nature of epilepsy is explained to 
the class. The educational problem posed by epilepsy 
has much more to do with lingering superstitions, 
discriminatory laws, and employer prejudices than 
with the actual status of the epileptic. But the 
persistence of these unfair attitudes can have un- 
fortunate effects on the personality of the epileptic, 
and psychotherapy may be required if social ostra- 
cism or vocational impediments have been espe- 
cially depressing or frustrating. 

In the sections on the neurologically impaired, 
as throughout the volume, proper emphasis is 
placed on the emotional problems that are bound to 
complicate the education, social adjustment, and vo- 
cational aspirations of the exceptional child. Psy- 
chiatrists will find nothing new in the exposition of 
these problems, but will be interested to see how 
psychiatric findings are being presented to teachers 
and utilized in teaching. In the past, overemphasis 
on physical therapy, academic achievement, or vo- 
cational training often meant neglect of other equally 
important aims. This tendency seems, however, 
to have been reversed by the growing psychological 
awareness of modern educators, and the collabora- 
tion of the clinical psychologist and the psychiatrist 
is more often invited. Intellectual deficits may 
limit the degree of insight obtainable in many cases, 
and here “counselling” may be more useful than 
deeper therapy. In others, however, psychoanalysis 
has been highly successful in promoting realistic 
goals and tolerances of limitations. 

“Problem children” are considered in 2 sections 
under the heading, “The Emotionally Disturbed and 
Juvenile Delinquency”—which is not to imply that 
the delinquent may not be emotionally disturbed, 
too. With these children the first challenge is a 
diagnostic one. Since parents are often blind to the 
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most florid symptoms in their offspring, it may fall 
to the teacher or the family physician to identify 
the problem child and his problem. Teachers, how- 
ever, may not realize that the worst nuisance in 
the class may be less obviously disturbed than 
the quiet dreamer who causes no trouble; they 
must learn, therefore, to detect symptoms in “good” 
behavior, to accept the normality of much “bad” 
behavior, and to recognize those kinds and degrees 
of acting out or withdrawal which call for expert 
appraisal and perhaps psychotherapy. 

The teacher who faces a “special” class of mal- 
adjusted children needs a “special” personality as 
well as special training. It takes a strong, flexible 
person to like and work with these “unlovable” 
children, but the rewards of success are nowhere 
greater. Particularly optimistic reports are coming 
in from experiences with “milieu therapy,” best 
achieved in a residential setting. Special attention is 
given to the educational problems posed by schizo- 
phrenic children, and by emotionally disturbed 
children who are also mentally retarded. Psycho- 
therapy is seldom a part of the “education” of those 
with low IQ’s, because of the theory that normal 
or better intelligence is a sine qua non of thera- 
peutic success. Some of the evidence cited here 
suggests that this is not the case, and that the 
disturbed dull do benefit from appropriate psy- 
chotherapy. 

The analysis of delinquency is exhaustive and 
leads to the usual rejection of all single-factor ex- 
planations and single-remedy solutions. The peculiar 
difficulties of dealing with the delinquent are 
emphasized. In an illuminating discussion of delin- 
quent attitudes, the rather embarrassing point is 
made that the personality of most “mental health 
workers” is eminently unsuited to coping with the 
delinquent personality. When a person motivated 
and trained to help is confronted by a person to 
whom “help” is anathema, the result is bound to be 
unfortunate. There are, however, enough instances 
of successful attempts to educate, treat, and social- 
ize delinquents to inspire continued efforts, per- 
haps with techniques radically different from those 
employed with other emotional and character dis- 
orders. 

A number of practical papers discuss the educa- 
tional prognosis in the various types and degrees 
of mental deficiency and present programs of study 
suited to the late and slow learner. In the educa- 
tion of the mentally deficient, the emphasis is 
naturally on preparation for social competence and 
vocational adjustment, with a possible minimum of 
the three R’s. Lists of suitable jobs are given, along 
with advice on the vocational counselling of deficient 
trainees. Here again, parents and the public come 
in for criticism. Parents may interfere with the 
adjustment of the deficient by unrealistic ambitions 
and snobbish resistance to the placement of a child 
in the only kind of low- or no-prestige job he is 
capable of performing. The public, although it 
seems increasingly concerned with the handicapped, 
has yet to demonstrate that it appreciates the mag- 
nitude and cost of the effort involved in making 


the mentally deficient socially useful or the still 
higher cost of failure to do so. 

Three final problems are considered which call 
for more vigorous educational efforts: the increas- 
ing number of the aged; narcotic addiction; and 
alcoholism. These are largely problems of preven- 
tive education. Suggestions are given for realistic 
(versus moralistic) alcohol and narcotics education 
in the schools. As for our aging population, this is 
not merely a matter of providing adult classes and 
group projects for the elderly, but rather of edu- 
cating the young in those facts of life we repress 
more thoroughly than some of the more intriguing 
oness For the facts of life include growing old and 
dying, and since our life-span has been significantly 
extended, education should prepare us for some- 
thing beyond a successful career and counteract our 
present unhealthy overvaluation of youth. If edu- 
cation could somehow prepare people for an entire 
lifetime, not just for its most active phase, it would 
render a signal service to mental health. 

Since this volume consists of a collection of 
papers—many of them reprints—there is, inevi- 
tably, considerable repetition of definitions and dupli- 
cation of material. But overlapping is doubtless 
preferable to omission, and certainly the coverage 
of the subjects discussed is more than adequate. 
Much of the material is helpfully detailed: actual 
curricula; practical schemes for coordinating com- 
munity resources; even such things as lists of spe- 
cific toys and recordings. Each section is capped 
by an extensive list of references, subdivided into 
convenient categories: educational, medical, psy- 
chological, vocational, etc. Special agencies are also 
listed. All this makes the volume a valuable guide 
to further research. 

The reviewer’s compulsion to carp will be satis- 
fied with a mild complaint about careless proof- 
reading. The text is marred by such deviant ex- 
pressions as “bland (blood) incompatibility,” 
“anaxia,” “nystagmies,” “intercranial” hemorrhages, 
and “oleographrenia” (an intriguing syndrome, not 
heretofore encountered). And an occasional state- 
ment confuses, as when we are told that the psy- 
chiatrist is responsible for the physical rehabilitation 
of the hemiplegic—surely a superfluous burden for 
this specialty. 

After this exhaustive survey of a massive prob- 
lem, one feels that the immediate needs of special 
education are enormous and multiple: funds, of 
course; more and better teachers; above all, per- 
haps, a more favorable atmosphere. We must over- 
come public reluctance to face the problems of the 
mentally ill and handicapped, and public hostility 
to attempts to identify and stimulate our intellectual 
elite. For we desperately need “well-educated” 
people—educated, that is, to be maximally useful at 
whatever level they can achieve: well-educated 
geniuses to advance our knowledge and technology, 
and well-educated morons to clean, crate, carry, and 
press the right buttons. 

Epwarp L. Frencu, Pu.D., 
Devereux Schools, 
Devon, Pa. 
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Stupies 1N Topectomy. Edited by Nolan D. C. 
Lewis, Carney Landis and H. E. King, (New 
York: Grune & Stratton, 1956. pp. 248. $6.75.) 


This is a study of 66 schizophrenic patients fol- 
lowed for 2 years after topectomy. It extends work 
reported in the 2 previous volumes of the Columbia- 
Greystone Project. The most original contribution 
is a study of sexual behavior by Pomeroy of the 
Institute for Sex Research. “Although individual 
cases in this study sometimes showed an increase 
in sexual behavior following any one of a variety of 
psychosurgical brain operations there was no con- 
sistent trend in either direction for the group taken 
as a whole.” 

Nor were other aspects of behavior in these pa- 
tients notably changed by topectomy. In the chapter 
on psychiatric effects, Hoch and others state: “No 
undesirable postoperative personality changes were 
observed in either the improved or unimproved 
overt schizophrenics.” However, these authors go 
on to say: “These patients were not optimum for 
evaluation of a possible deleterious effect of opera- 
tion because of their advanced degree of deteriora- 
tion.” 

This understatement gives the clue to the disap- 
pointing results of the study as a whole. The pa- 
tients were too far gone. Except for a small num- 
ber with pseudoneurotic schizophrenia, 75 percent 
of the patients selected for operation were noticea- 
bly or very markedly deteriorated. Average dura- 
tion of illness was 10 years and of hospitalization, 
7 years. Considering this unwholesome material, 
it is notable that 8 of the 59 overt schizophrenics 
(13.6%) were out of the hospital at the end of 2 
years. Few of those remaining showed improve- 
ment in their behavior. These authors conclude 
that: “Bilateral frontal topectomy, at the sites (su- 
perior and orbital aspects of froxtal lobes) and 
with the quantity of cortex removed (30-35 grams, 
each side) in this project, has been an inadequate 
treatment measure for chronic, deteriorated schizo- 
phrenics.” 

In non-deteriorated subjects the value of psycho- 
surgery is recognized: “The surgery need not be 
viewed as a desperate last resort after all possible 
measures of doubtful effectiveness or known inef- 
fectiveness have been tried. In the groups of pa- 
tients who respond well to topectomy (or other 
psychosurgical procedures less radical than frontal 
lobotomy), this operation should be employed in 
preference to frontal lobotomy. An excellent thera- 
peutic response may be obtained without the com- 
plication of undersirable personality change.’ 

The 509 chronic patients were independently 
evaluated by Stanley and associates who from the 
strictly therapeutic viewpoint give the Scotch ver- 
dict of not proven. Ten of these patients suffered 
from one or more convulsive seizures. 

Various other chapters deal with physiologic, 
vestibular, psychophysiologic, psychometric, social 
service and autokinetic aspects. Complex mental 
functions and a time-sampling activity study are 
presented in some detail. The results would have 
been more significant in a series of non-deteriorated 
subjects. 


The vast amount of work that went into this 
project has yielded a small return. The subjects 
are as lifeless as their key symbols. Nothing has 
been added that makes for better understanding 
either of the functions of the frontal lobes or of the 
genesis of schizophrenia. The failure stems from 
the sterile material chosen for investigation. With 
a decade of experience in operating fruitlessly upon 
chronic deteriorated schizophrenics, the originators 
of the project might well have chosen material 
with greater potentialities. That, with the meth- 
ods employed, would have made interesting reading. 

WALTER FREEMAN, M. D., 
Los Altos, Cal. 


Druc AppICcTION IN BritisH Co_tumBia. Edited by 
George Stevenson, M.D. (Department of Pub- 
lic Health, University of British Columbia, 
1956. pp. 658.) 


The University of British Columbia has issued 
a report of a research survey entitled Drug Addic- 
tion in British Columbia. The report is in mimeo- 
graphed form containing 658 pages and II appen- 
dices. 

The study commenced in 1953. One study con- 
sisted of an investigation of a group of drug users 
and non-users at Oakalla Prison Farm. This was 
followed by a record of every addict coming to the 
Prison Farm following conviction on any charge. 
The scope of the research included not only com- 
prehensive and detailed statistical analyses but also 
psychological and physical examinations of many 
of the subjects. 

The authors state that the study was required to 
survey all factors, so far as they might be ascer- 
tained, which might possibly be contributory to 
drug addiction in British Columbia. The value of 
the report is enhanced by the inclusion of a care- 
fully prepared summary of the conclusions and 14 
specific recommendations arising out of the re- 
search. 

The research was subsidzed by a grant from the 
Federal Government. 

K. G. Gray, M.D., 
Toronto Psychiatric Hospital. 


StupENT MentTaL HeattH: AN ANNOTATED BIBLI- 
OGRAPHY, 1936-1955. By Daniel H. Funken- 
stein, M.D., and George H. Wilkie, B.A. 
(London, England: World Federation for 
Mental Health, 1956.) 


This paper-bound book of 279 pages, with a 16 
page index, was prepared for an International Con- 
ference on Student Mental Health, at Princeton, 
N. J., Sept. 5-15, 1956. It mentions 1,803 books 
and articles, giving publishers or journals in which 
they appeared, with page references, and appears to 
be as complete as is possible. About one item in 
10 has an abstract varying from 4 to 40 lines in 
length. This will be a valuable work to those deal- 
ing with college students, and with adolescents and 
young adults generally. It is appropriatey dedicated 
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to the memory of Clements C. Fry, “Pioneer for 
Student Mental Health.” 
C. G. M. D., 
Toronto, Canada. 


Basic PsycuHo.ocy. By Leonard Carmichael, Sec- 
retary of the Smithsonian Institution. (New 
York: Random House, 1957. $3.95.) 


This book is written by a man of much wisdom. 
The preface is brief, as all good prefaces are, It 
tells us that the book “is intended to serve as a 
nontechnical introduction to the psychology of the 
normal, adult, civilized person of our time.” 

The fruits of experience in a remarkable career 
are brought together here. The author has been a 
teacher of psychology in half a dozen universities 
and for 14 years was president of Tufts College. 
He has served as chairman of various national 
scientific bodies, and is a former president of the 
American Psychological Association. As one of his 
most important assignments he was called upon in 
World War II to organize and direct the National 
Roster of Scientific and Specialized Personnel. In 
1953 Dr. Carmichael became administrative director 
of the historic Smithsonian Institution. He is the 
seventh secretary and the first psychologist to head 
this great aggregate of art and science organizations 
and research facilities in Washington. 

The fundamental point of view in Basic Psy- 
chology is biological, with facts derived from other 
methods of study introduced where they seem rele- 
vant. Conspicuous throughout the text is a pains- 
taking avoidance of the smallest dogmatic state- 
ment. The data of observation or experiment are 
succinctly set down; where there is uncertainty, 
points of view are offered. The author has given 
us what might be called a common sense psy- 
chology rather than a technical treatise of the class 
room or laboratory, and yet his conclusions are 
based on laboratory techniques as well as on evi- 
dence from all the related social sciences. His 
book presents the results of his own experimental 
work, and indicates the inevitable and intimate con- 
cern of psychology with every aspect of human be- 
havior, individual and collective. In this latter re- 
spect it draws attention to many features of the 
contemporary scene that the general reader may 
easily have overlooked. The book is therefore 
wisely and needfully educational for the light it 
throws upon human motivation. 

Not only the positive but also the negative side 
of psychic transactions is considered. For example, 
re “thought transference” the author states: “Such 
reports, although they may be given in full honesty, 
are not accepted today by most professional psy- 
chologists. This is because, in spite of repeated 
efforts, no satisfactory scientific proof of thought 
transference by other means than by the use of 
man’s regular sense organs has been established to 
the satisfaction of most serious students of men- 
tal life. This statement stands in spite of the in- 
sistant efforts of certain present-day investigators 
to give scientific proof of the existence of so-called 
extrasensory perception; that is, perception has not 


yet been demonstrated independently of sensory 
stimulation.” 

As every one knows, the relationship of psy- 
chology to psychiatry has been a subject of debate 
for many years. Carmichael notes: “The psy- 
chologist is interested in mental abnormality for its 
own sake and also because a knowledge of mental 
deviations throws much light upon many of the 
psychological reactions of relatively normal men and 
women.” He mentions the usual ways in which 
psychologists cooperate in team work with psy- 
chiatrists but does not suggest a line of demarca- 
tion between the two disciplines in independent 
practice. He merely records that clinical psychology 
is “that part of psychology which concerns itself 
with patients or clients who are mentally ill or 
who need help in adjusting themselves to their 
environment.” 

The author gives extended treatment to the physi- 
ological and electrophysiological background of 
mental activity. It is interesting to record that he 
and Jasper first duplicated in America the Berger 
phenomena and in 1935 published the first American 
paper on the EEG. 

Discussing the learning process Dr. Carmichael 
records that earthworms could be taught to crawl 
through a T-shaped tube and emerge regularly at 
the end where presumably comfortable conditions 
awaited them in preference to the opposite end, 
where uncomfortable conditions were met with at 
the exit. Some psychologists, the author states, 
consider such reactions indicating that a synaptic 
type of nervous system has been evolved, as “the 
earliest step in the development of mind.” (The 
gentle Lewis Carrol also experimented with earth- 
worms. He tried in his boyhood to train them to 
fight one another. He failed. Should the proverb, 
“Go to the ant...” be newly edited?) 

In the matter of heredity the author points out 
that not only physical but also personality charac- 
teristics and ways of thinking, feeling, and acting 
may be passed from parent to child. In many 
forms of life other than human, the whole be- 
havioral pattern is seen to depend on “the inborn 
connections of the central nervous system,” as in 
the nest-building of certain tree ants. Again, cer- 
tain birds, “reared in isolation from the time of 
hatching, without any opportunity for learning, 
produce the entire song of the species down to the 
finest detail.” Comparative psychology indicates 
that “not a little of man’s learned behavior is, to 
a degree all too often forgotten, limited by inborn 
and hereditary neural patterns.” Dogs of different 
genetic strains, “reared in a constant environment, 
show inherited ‘personality’ differences that are 
more striking in adult life than are the differences 
noted as puppies. There is no sure reason why this 
may not also be true of men and women.” And in 
another place: “If physique is inherited and if phy- 
sique and personality are related there is reason 
to suppose that the chromosomes may play a part 
in establishing basic personality structure. The 
chromosomes rather than social learning alone or 
‘infantile psychological experiences’ may predispose 
the adult to be gay or morose, energetic or phleg- 
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matic. . . . In spite of many articles attempting to 
prove to the contrary, the evidence seems to indi- 
cate that some of the fundamental psychobiological 
traits that are basic to the performances measured 
by intelligence tests are inherited.” 

There is a good deal too about infant psychology 
and the earliest springs of behavior. Kant spoke 
“in somewhat unphilosophical language” of the birth 
cry as an expression “of indignation and aroused 
wrath.” Most physiological psychologists, however, 
agree “that the mere sound of the birth cry is non- 
meaningful.” What it does show is “that the 
anatomical and physiological mechanism of phona- 
tion is in working order.” The author enlivens his 
discussion with an occasional humorous touch. He 
quotes from “a physician of eminence in psycho- 
analysis in regard to the significance of the birth 
cry: ‘It is an expression of its (the infant’s) over- 
whelming sense of inferiority on thus suddenly 
being confronted by reality, without ever having 
had to deal with its problems.’” 

In another connection, referring to the Cartesian 
doctrine that all other animals than man are mere 
machines, Carmichael quotes Clifton Fadiman in 
the New Yorker: 


Said Descartes, “I extoll 

Myself because I have a soul 

And beasts do not.” (Of course 

He had to put Decartes before the horse.) 


As for the Drives and Motives of Behavior the 
author humbly admits that, “In comparison to the 
gifted novelist or dramatist, the psychologist is at 
a disadvantage when he tries to consider the real 
motivational machinery of any one civilized normal 
adult human being.” 

“Theoretically,” the author suggests, “neurology, 
when considered in a comprehensive way, should 
provide the true basis for both psychology and 
psychiatry . . . there could be no normal or abnor- 
mal mental life without nerves and brain.” And 
he comments that in practice both disciplines still 
give too little attention to that fact. “In the future, 
more than in the past, psychology, physiology, bio- 
chemistry, psychiatry and clinical neurology seem 
bound to advance as closely related fields which 
are all interested in the bodily basis of behavior.” 

Dr. Carmichael devotes 10 of his 327 pages to 
psychoanalytic theory. Concepts such as “libido” 
and “death instinct” he finds are apt to be re- 
garded by physiologically trained psychologists as 
“logical constructs’ and not as facts of observa- 
tion,” while the “dynamic unconscious” becomes “a 
series of non-conscious, and ordinarily physiologic 
events.” He suggests that behavior described “in 
terms of these assumed and constructed entities 
and forces may better be understood, in terms of 


the endocrine balance of the individual, objectively 
recorded sequences of behavior, and by well-known 
principles of habit formation.” He also states that 
“new syntheses of psychoanalysis and experimental 
psychology” are now being attempted by well-trained 
clinical psychologists. 

In a chapter on Value Judgements the author 
discusses briefly the part that religious attitudes, 
under given conditions, may play in maintaining 
ethical standards. However, “a merely intellec- 
tualistic argument for the social value of religion 
does not contribute necessarily to social health.” 

The present reviewer has read this book carefully 
and learned much from it. It has been a valuable 
experience. Only one statement caused him to 
wonder, even to question. On page 243 we read: 
“Modern man who is interested both in peace of 
mind and an achieving life ... should not too 
easily be sure that such a good life can be lived 
by himself or by anyone else except under the 
guidance of a truly and deeply emotionally ac- 
cepted religion, which is also intellectually under- 
stood.” The reviewer ventures to ask whether “emo- 
tionally accepted” and “intellectually understood” 
as used here are compatible terms, and whether 
the implication of this statement is not at least 
open to doubt. 

The range of this comparatively small volume is 
as broad as human life and activity. Chapters deal 
with the application of psychology in economics, 
business administration, government organization, 
marketing and advertising, human engineering gen- 
erally. Commenting on social and political group- 
ings with which man has experimented down the 
ages the author remarks, “. . . harsh dictatorships 
run by a few leaders for their own pleasure, or 
unreal utopian societies both seem not to be stable 
because they fly in the face of some of the essen- 
tially fixed aspects of human nature.” 

At the close of his book, Carmichael notes that 
its subject matter is rapidly expanding. ‘There is 
much important research to be done in gaining 
more adequate understanding of every topic men- 
tioned in this volume.” And appreciating the fraili- 
ties and fallibilities of the human animal, one “never 
expects the impossible of still only partially so- 
cialized organisms that have somehow learned to 
speak, to think in words and sometimes to dream 
dreams of a better world for all people everywhere.” 

“Partially socialized organisms”—perfect charac- 
terization of the human race. 

For the student and for the general reader who 
should be acquainted with the basic data of psy- 
chology washed clean of metaphysical speculation— 
and that means all discriminating persons—there 
can be, in the reviewer’s opinion, no better guide 
than this book. 

C. F. 
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As the hourglass hastens few psychiatrists 
have the rewarding experience of looking 
back over a career characterized by dis- 
tinguished service in more than one branch 
of their chosen profession. This was the 
merited privilege of Dr. William Charles 
Sandy. Dr. Sandy gave generously of him- 
self in the service of organized American 
psychiatry, but the task which his desire for 
the greatest possible social usefulness im- 
posed upon him was the improvement of the 
care and treatment of patients in public men- 
tal hospitals. This career, which in a quiet 
and effective manner, had contributed much 
more to various fields of psychiatry than 
Dr. Sandy would have conceded, came to a 
close at Geneva, N. Y., September 7, 1957. 

Dr. Sandy was born in Troy, N. Y., a 
son of William C. and Eliza Rounsavell 
Sandy. He prepared for college in the pub- 
lic schools of Newark, N. J., and graduated 
from Columbia College in 1898. In 1901 he 
received the degree of Doctor of Medicine 
from College of Physicians and Surgeons, 
Columbia University. Following a year’s in- 
internship at the Newark City Hospital, 
Newark, N. J., Dr. Sandy was appointed as 
resident at the Westport Sanitarium, West- 
port, Conn. He remained at Westport until 
January, 1905, when he was appointed to 
the staff of the Kings Park State Hospital, 
Kings Park, N. Y. In 1915 Dr. Sandy re- 
signed this position to become clinical direc- 
tor of the Columbia, South Carolina State 
Hospital, under Dr. C. Fred Williams, presi- 
dent of The American Psychiatric Associa- 
tion, 1934-1935. In 1916, during the period 
of this service, and under the auspices of 
the National Committee for Mental Hygiene 
and the Public Charities Association of 
Pennsylvania, Dr. Sandy surveyed the 
county institutions for the mentally ill in 
Pennsylvania. In 1917 he was appointed 
assistant superintendent of the Connecti- 
cut State Hospital, Middletown, where he 
served for one year when he resigned to 
accept a commission in the Medical Corps 
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of the U. S. Army. During most of the 
period of his service in World War I Dr. 
Sandy was stationed in the office of the Sur- 
geon General, division of neurology and psy- 
chiatry. Following the war he returned to 
the State of New York and became psychia- 
trist to the New York State Commission for 
Mental Defectives (1919-1921). 

In 1921, the Pennsylvania state govern- 
ment was re-organized, and Dr. Sandy was 
appointed as the first Director of the Bureau 
of Mental Health in the newly created De- 
partment of Welfare. The duty of organiz- 
ing and directing this Bureau, a position 
which he held for 23 years, rested upon 
Dr. Sandy. At times, as is frequently the 
case when authority becomes more central- 
ized, and traditions must be changed in order 
that greater efficiency and higher standards 
may be established, Dr. Sandy felt frustrated 
but his infinite patience and tact enabled 
him to succeed where others might have 
failed. Recognizing his unobtrusive effi- 
ciency, his devotion to duty and his wise 
understanding of hospital management, suc- 
cessive Secretaries of Welfare reappointed 
him as administrations changed. This unin- 
terrupted tenure enabled Dr. Sandy not only 
to exercise much constructive influence in 
raising the standards of institutional care 
and treatment but also to lay the groundwork 
for a community mental health program. 
He did much to promote sound legislation 
in behalf of the mentally ill. 

It was upon Dr. Sandy’s recommendation 
and through his efforts that legislative au- 
thorization was secured and appropriations 
made for the construction of the Western 
State Psychiatric Institute and Clinic, Pitts- 
burgh. Because of his modesty, Dr. Sandy 
never claimed that he should receive recog- 
nition for the conception and construction of 
this important teaching and research centre, 
the plans for which were drawn under his 
instruction. The Institute should, in fact, 
be regarded as a tribute to his memory. 
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During his career Dr. Sandy made many 
contributions to psychiatric literature. In 
1939 he was elected to the editorial board of 
the American Journal of Psychiatry and 
served as associate editor until 1956. His 
occasional comments over the initials 
“W. C. S.” were always sound and con- 
structive. 

In 1933 Dr. Sandy was elected secretary- 
treasurer of The American Psychiatric As- 
sociation. In 1938 he was chosen as presi- 
dent-elect, and in 1939 became president of 
the Association. In his presidential address, 
“Organization and Administration in Psy- 
chiatry,” given at the 1940 meeting of the 
Association, Dr. Sandy commended the con- 
stantly increasing contributions to the Asso- 
ciation by the various committees. He also 
re-emphasized the necessity for inspired 
medical leadership in the person of the men- 
tal hospital superintendent, and discussed the 


types of state government organization most 
favorable for the development of such 
leadership. In 1939 Dr. Sandy was a mem- 
ber of the organization committee of the 
Pennsylvania Psychiatric Society and was 
elected first president of the Society. 

Following his retirement from the direc- 
torship of the Pennsylvania Bureau of Men- 
tal Health in 1944, Dr. Sandy resided at 
Ovid, located on the shore of Lake Cayuga, 
New York. Here he found a long-desired 
opportunity for a greater enjoyment of music 
and for gardening. Many winters were spent 
at Ithaca. 

Dr. Sandy was married to Vida Dowers 
of Interlaken, N. Y., in 1905. Two children, 
Elizabeth and William Charles III, were 
born to Dr. and Mrs. Sandy. Both Mrs. 
Sandy and the children survive him. 

ARTHUR P. Noyes, M. D., 
Norristown, Pa. 


CHARM 


Charm is the life of natural endowments, the breath of speech, the soul of action, the 
adornment of adnorments themselves. Other gifts are a natural embellishment, but charm 
is the adornment of perfection itself. It is apparent even in discourse. It is, in the main, 
a gift; it owes least to study and even rises above discipline; it is more than ease of 
deportment, and is superior to gallantry; it implies a natural manner and adds the finish- 
ing touch; without it all beauty is lifeless and all grace, disgrace; it surpasses courage, 
discretion, prudence, sovereignty itself. It provides a polite and speedy means to the 
achievements of one’s ends, and an urbane way out of every tight corner. 


—BALTASAR GRACIAN 
(The Oracle, 1647) 
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the most advanced unidirectional current 
instrument for all established techniques 


REITER MODEL RC-47D 
GREATLY MINIMIZES CONFUSION 


The means to significantly minimize confusion is provided for in 
the versatile Model RC-47D. Patients are quiet and usually capable 
of returning to work following treatment. Fear of further treatment 
is greatly relieved in most patients. Efficiency of current increased. 
One knob control. Automatic safeguards assure an amazing reduc- 
tion of thrust and apnea. The patient is often breathing before the 
completion of the seizure. Extremely rugged, the RC-47D withstands 
very long periods of use all the while maintaining the accuracy 
vital to delicate work within the brain. Patients resistant to all 
other electroshock, insulin and lobotomy forms of therapy have 
been successfully treated by modalities contained in Model RC-47D. 


MODEL RC-47D PROVIDES FOR: 
e CONVULSIVE THERAPY—full range 
e NON-CONVULSIVE THERAPIES e ELECTRO-SLEEP THERAPY 
e FOCAL TREATMENT—wnilateral and bilateral 
e MoNno-PoLAR TREATMENT—v0n-convulsive or convulsive 
e BARBITURATE COMA and other respiratory problems 


ONLY REITER, THE ORIGINAL UNIDIRECTIONAL CURRENT 
ELECTROSTIMULATORS, ARE AUTHENTICALLY¥ BACKED 


REUBEN REITER. Se.D. 
64 WEST 48th STREET, NEW YORK 36, N. Y., ROOM 70! 
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“Meprotabs” are new, coated, white, unmarked 400 mg. tablets 
of meprobamate. = “Meprotabs” are pleasant tasting, and easy to 
swallow. # In this new form, the nature of medication is not iden- 
tifiable by the patient. = ‘“Meprotabs” are indicated for the relief of 
anxiety, tension and muscle spasm in everyday practice. = Usual 


dosage: One or two tablets t.i.d. “MI epr ot ab S” 


® 
WALLACE LABORATORIES, New Brunswick, N. J. (2-methyl-2-1-propyl-1, 3-propanediol dicarbamate) 
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CONFUSION 


NICOZOL relieves mental 

confusion and deterioration, 

mild memory defects and 4 

abnormal behavior patterns 
in the aged. | 


NICOZOL therapy will en- 
able your senile patients to 
live fuller, more useful lives. 
Rehabilitation from public 
and privateinstitutions may 
be accomplished for your 
mildly confused patients by : 
treatment with the Nicozol 8 
formula. ! 2 


NICOZOL is supplied in cap- 
sule and elixir forms. Each 
capsule or % teaspoonful toa 
contains: 
NORMAL 


Pentylenetetrazol..100 mg. 
BEHAVIOR 


Nicotinic Acid 

1. Levy, S., JAMA., 153:1260, 1953 E e 
2. Thompson, L., Procter R., it 
North Carolina M. J., 15:596, 1954 PATTE RN 


WRITE for FREE NICOZOL 


DRUG SPECIALTIES, INC. 
WINSTON-SALEM 1, N. C. 


for professional samples of 
NICOZOL capsules and literature on 
NICOZOL for senile psychoses. 


Sele Distributors in California, The Brown Pharmaceutical Co., Los Angeles 
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HAL 


ALL DAY 


Smith, Kline & French Labo 


CAPSULES 


Convenient Dosage Form 
‘Spansule’ capsules provide sus- 
tained release of medication 
over a prolonged period of time. 
In each capsule, hundreds of 
tiny, coated pellets with vary- 
ing disintegration times assure 
a release of medication which is 
uniform, continuous and pro- 
longed—regardless of individual 
variation in pH and motility 
of the intestinal tract. 


Thorazine’s Usefulness 
Enhanced 


With the introduction of 
‘Thorazine’ Spansule capsules, 
Thorazine’s usefulness is ex- 
tended, providing sustained ther- 
apy in all indications where 
‘Thorazine’ has proved its 
value. 


Four Strengths Offered 


New ‘Thorazine’ Spansule cap- 
sules are available in four 
strengths—30 mg., 75 mg., 150 
mg. and 200 mg.—to facilitate 
individual dosage regimens. In 


many cases, a single dose in the 
morning will achieve the desired 
response. When 24-hour thera- 
peutic effect is desired, the 
morning dose may be repeated 
in the late afternoon or evening. 
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ratories, Philadelphia, Pa. ALL NIGHT 


S.K.F. ANNOUNCES ALL-DAY OR ALL-NIGHT 


‘THORAZINE’ THERAPY WITH A SINGLE ORAL DOSE 4 


New ‘Thorazine’ Spansule cap- 
sules offer the proven efficacy 
of ‘Thorazine’ plus the ad- 
vantages of all-day or all-night 
therapy with a single oral dose. 
Your patients will enjoy the 
convenience of only one or two 
doses daily. There is little risk 
of forgotten doses and con- 
sequent medication-free inter- 
vais. For the discharged mental 
patient on maintenance therapy, 
‘Thorazine’ Spansule capsules 
will eliminate the trouble and 
embarrassment of taking tablets 
at work. 


‘Thorazine’ Spansule capsules 
help hospital personnel save 
time in busy wards. Patients 
who require tablet medication 4 ii 
three or more times daily can | Only one or two doses daily save time in busy wards where 


three or four “dosage rounds” with tablets were required. 


most, two doses daily. 


To give you optimum flex- 
ibility in isting and adjusting 
dosages for your individual pa- | *T.M. Reg. U.S. Pat. Off. for chlorpromazine, S.K.F. 

tients, “Thorazine’ Spansulecap- | tT.M. Reg. U.S. Pat. Off. for sustained release capsules, S.K.F. 
sules are available in four a 
strengths: 30 mg., 75 mg., 150 ; 
mg. and 200 mg. 
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perhaps the safest ataraxic known 


PEACE MIND ATARAX 


Supplied: In tiny 10 mg. (orange) and 25 mg. (green) (BRAND OF HYOROXYZINE) 
tablets. Also now available in 100 mg. Tablets-Syrup 
tablets. Bottles of 100. ATARAX Syrup, 10 mg. 
per tsp., in pint bottles. Prescription only. 


NOW: SAFE... QUICK 
ATARAX® PARENTERAL SOLUTION 


when Peace of Mind can’t wait 


In daily practice: always have it handy 
* tocalm the acutely disturbed or hysterical patient ‘ 
* to rehabilitate the alcoholic 


In hospitals: use it routinely 

* to make overwrought patients manageable 
without loss of alertness 

¢ to allay anxiety and control vomitin 
before and after surgery and childbirth 
Supplied: 10 cc. multiple-dose vials. The adult dosage is 
25 mg. to 50 mg. (1-2 cc.) intramuscularly, 3 to 4 times daily, 
at 4 hour intervals. The moderated dosage level for children 
under 12, when given intramuscularly, has not yet been 
established, and the ora! dosage should be used. 
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“optimal dosages for ATARAX. | 
‘based on thousands of case hist 
PHOBIA HYPOCHONDRIASIS s FUNCTIONAL G.I. DISORDERS PRE-OPERATIVE ANXIETY iC 
HYSTERIA PRENATAL ANXIETY AND ADJUNCTIVELY IN CEREBRAL ARTERIOSCLEROSIS 
PEPTIC ULCER HYPERTENSION COLITIS NEUROSES DYSPNEA INSOMNIA 
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for the depressed and regressed 


selective increase in psychic energy 


MARSILID 


(iproniazid) Roche 


In both mild and severe depression, Marsilid can restore a sense of 
healthy well-being, with renewed vigor, activity and interests. Patients 
with acute depression refractory to shock treatment have shown a 
heartening response to Marsilid. Even “‘burned out’”’ psychotics, un- 
touched by any other therapy, have become more alert, responsive 
and sociable. 


As a psychic energizer, Marsilid is truly unique. It provides continuous 
mood improvement with gradually reduced dosage. Patients do not 
develop resistance to its normalizing effect; there is no tachyphylaxis. 
Marsilid does not elevate blood pressure . . . does not decrease but 
usually stimulates appetite. 


In mild depression, improvement with Marsilid is usually evident 
within a week or two. In severe depressive states of hospitalized 
psychotics, a month or more may be required for apparent response 
... but Marsilid often leads to complete remission, obviating the need 
for shock therapy. 


Note:Marsilid is contraindicated in patients who are agitated, overactive 
or overstimulated, or in those with a history of renal or hepatic disease. 


For complete references and information concerning dosage, indications and contraindications, 
write V. D. Mattia, Jr., M. D., Director of Medical Information, Roche Laboratories, 
Division of Hoffmann-La Roche Inc, Nutley 10, N. 7. 

MARSILID® PHOSPHATE — brand of iproniazid phosphate 

Supplied in scored tablets of 50 mg (yellow), 25 mg (orange), and 10 mg (pink) 


Original Research in Medicine and Chemistry 
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In the hands of a skilled photog- 


rapher, the camera can capture the depths of a 
mood or feeling. Now an instrument has been 
developed by which the psychiatrist can “photo- 
graph” the words of his patients — making 
permanent the words and the pauses and the 
emotion which are so important to helping his 
patient. Going far beyond the expected functions 
of a recorder, the Miles Recordall turns itself off 
and on, captures even distant whispers. The 
artist with a camera makes his camera almost 
invisible; his subjects hardly know it is there. 
And so it is with the Miles Recordall. Truly it 
gives you peace of mind. More important, it gives 
your patients the same peace of mind. For more 
details, fill in the coupon and mail today! 


Here are just a few of the many 
exclusive features of the “Recordall” 


Sensitivity: Up to 60 feet, in or out of closed bag 
Perfect equalization of voices far and near e Low 
voices are boosted up e Loud voices are stepped 
down @ Surrounding interferences are screened 
out @ Continuity up to 4 hours e Original record- 
ings serve as permanent file e Reduces need for 
transcribing @ Records are identified and indexed. 
Wherever you go... office, field, car, plane. 
Mike exposed or out of sight eAnd many others. 


MILES Reprodycer Company, Inc., 812 B'way, N. Y. 3, N. Y. 


Please send me complete information and price list 
on the Walkie-Recordall. 


NAME 
ADDRESS 
CITY ZONE STATE 


PROFESSION 


Mail this coupon to: 
MILES Reproducer Company, Inc. 
812 Broadway, New York 3, N. Y. Dept. A-6 
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NEW 
AND UNIQUE 


THE HANGOVER 


A Critical Study in the 
Psychodynamics of 
Alcoholism 


By 
BENJAMIN KARPMAN, M. D. 


Chief Psychotherapist 
St. Elizabeths Hospital 
Washington, D. C. 


“In the entire set of reactions 
which appear to follow the 
use of alcohol, none, it seems, 
is more remarkable than that 
which goes under the name 
‘HANGOVER.’ ”—From_ the 


Preface 


A frank and penetrating study of the 
lives of seven men and seven women 
alcoholics in whom the “hangover” is 
shown to be symptomatic of the spe- 
cifie underlying personality disorders 
which lead to alcoholism. Dr. Karp- 
man’s study shows that analysis of the 
hangover yields valuable clues as to 
the nature of the personality malad- 
justment. Individual differences in the 
reaction to alcohol are clearly shown 
in the hangover period. 


REFLECTED IN THE HANGOVER 
ARE VIRTUALLY ALL PSYCHOLOGI- 
CAL ASPECTS OF ALCOHOLISM 


Much of the material is in the words 
of the men and women concerned and 
they discuss freely the interplay of 
problems connected with family, sex, 
employment, and social life. The ma- 
terial presented will be valuable to 
workers in many fields of the social 
sciences as well as to psychiatrists. 


Unusual original drawings by Wesley 
R. Wilken vividly illustrate major 
points in each case and convey the 
sufferings and the utter futility of the 
life of the confirmed alcoholic. 


560 pages (6 x 9) — 16 illustrations 
Published fall 1957 
Sent on approval, $9.50 
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PARAPSYCHOLOGY 


Frontier Science of 
the Mind 


By 


J. B. RHINE, Ph. D., and 
J. G. PRATT, Ph. D. 


Parapsychology Laboratory of 
Duke University 


A SURVEY OF THE FIELD, THE 
METHODS, AND THE RESULTS OF 
ESP AND PK RESEARCH 
Today students in the colleges want to 
find out what known about psi 
capacity, and even a few courses on 
parapsychology are being announced. 
To fill this need the authors have writ- 
ten a book that in itself introduces the 
reader to the field of parapsychology, 
defines the terms, describes the meth- 
ods, and summarizes all the main facts 
accumulated to date. Provides for the 
convenience of professional and _ re- 
search workers the basic techniques 
used in the tests on which most of the 
psi investigations have depended; and 
adds tables and measures for the ap- 

praisal of the test results. 


It is READABLE; 

it is COMPREHENSIVE; 

it is USEFUL as a manual. 
Written in the world center of experi- 
mental research in the field it covers, 


the Parapsychology Laboratory of 
Duke University. 


232 pages (6 x 9) — 10 illustrations 
Published fall 1957 


Sent on approval, $5.50 


CHARLES C THOMAS e PUBLISHER 


301-327 East Lawrence Avenue 
Springfield, Illinois 
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TO REACH THE “INACCESSIBLE” PSYCHOTIC 


TO SUPPORT THE PSYCHONEUROTIC 


Seheting 


SCHERING CORPORATION 
BLOOMFIELD, NEW JERSEY 


facilitates management 
of the psychotic... 


*T.M. 


(pronounced Trill’-ah-fon) perphenazine 


the full-range tranquilizer 


+ At least five times more potent than 
earlier phenothiazines ‘ 


+ Markedly increased therapeutic index 

+ Jaundice attributable to the drug alone not reported 
Significant hypotension absent 

* No agranulocytosis observed 


* Reduces psychomotor overactivity 


* Useful adjuvant to shock therapy—markedly reduces 
postshock anxiety and excitement 


* Facilitates more rapid transfer to convalescent status 


TRILAFON —quiets pathologic fear, confusion, 
irritability, psychomotor excitability 

* Facilitates psychotherapy 

* Helps psychoneurotics to cope more effectively 
with reality 


Refer to Schering literature for specific information regarding 
indications, dosage, side effects, precautions and contraindications, 
TRILAFON — For hospital use, grey tablets of 16 mg. 

(red seal), bottle of 500. 

Also —grey tablets of 2 mg. (black seal), 4 mg. (green seal) and 

8 mg. (blue seal), botties of 50 and 500, 


TR-J5-3197 
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Psychiatrists 


Pacatal produces ‘‘a remarkable 
fluidity and warmness of affect.’”! 


Patients 


Pacatal makes me feel “‘on top 
of the world’ and wonderfully 
clear in the 


Personnel 
With Pacatal ‘‘the hospital 
atmosphere is calmer and 
more optimistic .. . work more 


...agree on the euphoric effect of 


Pacatal 


(BRAND OF MEPAZINE) 


Pacatal is distinguished from the earlier phenothiazine compounds because 

it does not “flatten” the patient. Pacatal leaves him alert and cheerful—more 
responsive to your therapy. Side effects, too, are fewer; and when they 

do occur, are usually quickly controlled or reversed. 

Dosage: Usual dosage for the hospitalized patient is 50 mg. 3 or 4 times daily; 
for the ambulant patient, 25 mg. 3 or 4 times daily. Complete literature 

and dosage instructions, available on request, should be consulted. 

Supplied: 25 and 50 mg. tablets in bottles of 100 and 500; 100 mg. tablets in 
bottles of 500. Also available in 2 cc. ampuls (25 mg. ce.) for parenteral use. 
References: 

1. Sainz, A.: Personal communication. 

2. Hutchinson, J. T.: Evaluation of Pacatal in Psychotic States, 


address before the American Psychiatric Association, Nov. 16, 1956. 
3. Bowes, H. A.: Am. J. Psychiat. 113:530 (Dec.) 1956. 


back from the brink with Pa Cc a f 2 T 


WARNER-CHILCOTT 


100 YEARS OF SERVICE TO THE MEDICAL PROFESSION 
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Regulates menstrual disorders 
through reliable endometropic control 


INOV 


BRAND OF NORETHYNODREL WITH ETHYNYLESTRADIOL 3-METHYL ETHER 


Enovid is Searle’s new, orally effective agent designed to provide specific 


control of menstrual disorders. 


Enovid contains norethynodrel, a new synthetic steroid with strong pro- 
gestational and lesser estrogenic activity. The estrogenic effect, enhanced 
by the addition of ethynylestradiol 3-methyl ether, prevents spotting or 
breakthrough bleeding in most patients in whom it would otherwise occur. 

Like the normal endocrine action of the corpus luteum, Enovid main- 
tains the integrity of the endometrium during administration of the drug. 
Moreover, as occurs on withdrawal of the natural hormone, the withdrawal 
of Enovid results in the flow characteristic of menstruation. Also, as does 
the natural hormone, Enovid controls the gonadotropic functions of the 
anterior pituitary glands. 

This specific control of the menstrual cycle permits effective treatment 
of both excessive and inadequate endometrial activity and provides the 
physician with a dependable agent for treating such disorders as amenor- 
rhea, dysmenorrhea, menorrhagia, metrorrhagia and premenstrual tension. 


Pretreatment biopsy from patient with anovulatony 


Biopsy photomicrographs courtesy of Anna L. Southam, M.D., New York, N.Y. 


Post-treatment biopsy on day 25 after 10 mg. of Enovid daily — 
day 5 to day 20. 


pseudo: 


INDICATIONS AND DOSAGE GUIDE FOR ENOVID 


DISORDER 


FIRST CYCLE 


SECOND AND THIRD 
CONSECUTIVE CYCLES 


Menorrhagia 


One or two 10-mg. tablets daily to day 25 of the cycle 


One 10-mg. tablet daily from 
day 5 to day 25* 


Metrorrhagia 


One or two 10-mg. tablets daily to day 25 
(or for 10 days to establish cycle) 


same as above 


Amenorrhea (primary 
or secondary) 


One 10-mg. tablet daily for 20 days to establish cycle 


same as above 


Oligomenorrhea 


One 10-mg. tablet daily from day 5 to day 25* 


same as above 


Luteal Phase 


One 10-mg. tablet daily from day 15 to day 25 


sane egg One 10-mg. tablet daily from day 5 to day 25* same as above 
ension 

Dysmenorrhea One 10-mg. tablet daily from day 5 to day 25 pep yy et daily from 
Inadequate One 10-mg. tablet daily from 


day 15 to day 25 


*The administration of Enovid prior to day 15 may interfere with 
ovulation; if anovulatory cycles are not desired, one 10-mg. tablet of 


Enovid should be administered daily from day 15 to day 25. one week. 


SPECIAL NOTES: (1) If nausea is encountered, the daily dose may 
be cut in half or given in divided doses for three days and then 
return to regular dose. (2) Intermenstrual spotting is usually evi- 
dence of inadequate dosage. This type of bleeding is usually con- 
trolled by increasing the dosage one 10-mg. tablet daily. (3) Follow- 


SEARLE 
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Research in the Service of Medicine 


ing discontinuance of treatment, the intermenstrual interval of the 
first untreated cycle is commonly prolonged for approximately 


FORMULA: Each 10-mg. tablet of Enovid (available as uncoated, 
scored, coral tablets) contains norethynodrel, a new synthetic 
steroid, with 0.15 mg. of ethynylestradiol 3-methy! ether. 
*Trademark of G. D. Searle & Co. 

G. D. Searle & Co., Chicago 80, illinois 
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PERMANENTLY AND. ‘SAFELY 


PREVENT ACCIDENTS AND ESCAPE 


REDUCE LIABILITY HAZARDS 


PROVIDE PATIENTS’ PEACE OF MIND. 


EASY To INSTALL ON ANY WINDOW 


SERVE AS 


WHERE 
PROTECTION 
AND DETENTION 
ARE NEEDED 


OVER 100,000 IN USE 


CHAMBERLIN HAS 
INSTALLED MORE 
PSYCHOSECURITY 

SCREENS THAN ALL OTHER 
COMPANIES TOGETHER 


SUPERIOR ADVANTAGES 


@ EASY TO CLEAN—Only Chamberlin’s 
ws design and the turn of a 
ey makes it easy to keep clean the 
interior of the frame. No need to 
unscrew cover plates. Just unlock 
the swinging screen panel. 

@ ECONOMICAL— installed inside win- 
dow to reduce maintenance, glass 
breakage, serve as insect screens. 

@ ALL STEEL OR ALUMINUM FRAMES — shock - 
asborbing stainless steel mesh is 
suspended to the heavy frame by 
concealed springs. 

@ NO STEEL BARS—ordinary screen ap- 
pearance implies no sense of re- 
straint — presents no prison look. 

@ NATION-WIDE SERVICE—assures pro- 
fessional factory attention and im- 
mediate expert service. 

@ HOSPITAL ADVISORY STAFF—write for 
guidance and full details on Cham- 
berlin’s service to hospitals, insti- 
tutions and architects. 


Patients rooms 
Corridors 

Solariums, day rooms Nurses’ stations 
Toilet rooms 


3 CHAMBERLIN SCREENS MEET THESE NEEDS 


(A) Detention Type (B) Protection Type 


INSECT SCREEN 


Disturbed wards 
Alcoholic wards 


Observation rooms 


IN CASE OF FIRE— 


BERLIN LOCK 
DE OF SCREEN 


Examination rooms 
Waiting rooms 
Delivery rooms 
Emergency rooms 


EMS OF DETENTION 


Treatment rooms 
Windows accessible 
to prowlers 


(A) DETENTION TYPE to 
withstand the fury of 
violent attack. 


PROTECTION TYPE 
for the less violent 
Patient. 


SAFETY TYPE for 
mildly disturbed patients 
requiring protective 
cust 


(C) Safety Type 


STEEL OR ALUMINUM 


In the Psychosecurity Screen field, 
Chamberlin leads in design, engineer- 
ing, manufacturing and advisory 
know-how. You can depend upon the 
ethics and the service to be expected 
from a concern that’s been in busi- 
ness 60 years. 


© 


CHAMBERLIN 


Psychosecurity Screens 
CHAMBERLIN COMPANY OF AMERICA 


Special Products Division 
1254 LA BROSSE STREET + DETROIT 32, MICHIGAN 


CHAMBERLIN INSTITUTIONAL SERVICES alse include Mineral Woo! Insulation, Metal Weather Strips and Calking, Metal Combination Windows and Doors, Metal insect Screees, Aluminom and Fiber Glass Awnings. 
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— EXCLUSIVE CHAMI 

RELEASE ON OUTST 

—READY FOR EMERGENCY RESCUE 

EMERGENCY 

AS 


Coming ... Winter 1958 
Biographical Directory 


of the 


American Psychiatric Association 


Francis J. Brace'and, M.D., Past President of APA 
states: “This will be by far the largest and most valuable 
biographical directory in the history of psychiatry, containing 
both an alphabetical and a geographical listing. It will be an 
indispensable reference for professional and background data 


on all of our members.” 


Now containing biographical data on some 
10,000 members of the American Psychiatric 
Assn., this new “Who’s Who” in psychiatry 
is almost 50% larger than the 1950 edition. 


The alphabetical and geographical listings, 
by city and state, will be an invaluable aid 
when referring patients or seeking a con- 
sultant. And the professional background 
data will help you decide which physician is 
best equipped to handle a particular prob- 
lem. Or use it for verifying a name or ad- 
dress—for tracking down an old associate. 
You will want to add this book to your 
professional library. 


Published in cooperation with the American 
Psychiatric Association. 


Special price to APA Members only: 
before publication: after publication: 
$15 with check $20 
$17.50 if billed 


Biographical Listings Include: 


Full name and address 

Date and place of birth 

Medical and other Doctor’s or Master's 
degrees 

Internships 

Residency training or equivalent 

Post graduate training 

State licenses 

Certification 

Professional experience including consulting 
or attending affiliations, major research, 
and private practice 

Academic appointments 

Professional memberships 

Military record 

Books written as sole author or co-author 

Articles 


Price to non-members; $22.50 pre publica- 
tion, $25 thereafter. 


R. R. BOWKER Co., 62 W. 45 St., N.Y., 36 


Order Your On-Approval Copy Today! 
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BELYA LOCKWOOD 


for President 


Political cartoon from “The American Past” by Roger Butterfield, Simon and 
Schuster, Inc., publishers. 


PART OF EVERY AMERICAN’S 
SAVINGS BELONGS IN 
U.S. SAVINGS BONDS 


“1. She was small and slender and 

32 very handsome in her new 

blue gown as she stepped onto 

the roughhewn platform. Above her, 

flags snapped against the summer sky. 

Before her, the lady delegates of the 

Equal Rights Party stood up and 
cheered, 

Belva Anne Lockwood accepted their 
cheers, and their nomination, to be- 
come in 1884 the woman who ran for 
the Presidency of the United States. 

A gallant choice she was, too. Defy- 
ing massive prejudice, she had fought 
for and won a college education, a law 
degree—the first ever given an Ameri- 
can woman, and, finally, the right to 
plead cases before the Supreme Court. 
(Where, among other triumphs. she 
won a $5,000,000 settlement for the 
Cherokee Indians.) 


HE didn’t expect to be President; 

that wasn’t her point. She would 

run to make America conscious of 
women’s right to political equality. And 
run she did. Ridiculed in the press, 
hooted on the street, even denounced 
by fellow-suffragist Susan Anthony, she 
nevertheless received 4,159 popular 
ballots from six states. 

More important, of course, she dram- 
atized, as no one else had, women’s 
battle for the right to vote. 

Before Belvya Lockwood died, her 
fight was won and America had gained 
the strength of millions of new “‘first 
class citizens,’’ her women. That 
strength today mightily reinforces the 
living guarantee behind one of the 
world’s soundest investments— United 
States Savings Bonds. It is one more 
reason why you know that in America’s 
Savings Bonds your savings are safe 
and your return is sure, For real secu- 
rity, buy Savings Bonds, through Pay- 
roll Savings or at your bank. 


Now Savings Bonds are better than 
ever! Every Series E Bond purchased 
since February 1, 1957, pays 3-'4% in- 
terest when held to maturity. It earns 
higher interest in the early years than 
ever before, and matures in only 8 years 
and 11 months. Hold your old E Bonds, 
too. They earn more as they get older. 


The U.S. Government does not pay for this advertisemert. It is donated by this pu!» icationin cooperation 
with the Advertising Council and the Magazine Publishers of America, 


XXXII 


ie 
4 
ae 


Contemporary Approaches to Cognition 


A Symposium Held at the University of Colorado 


CONTRIBUTORS—Jerome S. Bruner, Egon Bunswik, Leon Festinger, Fritz 
Heider, Karl F. Muenzinger, Charles E. Osgood, David Rapaport. Work in 
cognition has received little professional attention in recent years and it is 
the purpose of this book to stimulate research in the field through the presen- 
tation of the studies of six noted psychologists. Among the papers: Scope and 
Aspects of the Cognitive Problem; A Behavioristic Analysis of Perception and 
Language as Cognitive Phenomena; The Relation Between Behavior and Cog- 
nition; Trends in Cognitive Theory. 

Illustrated. $4.00 


Mental Health in College and University 


By DANA L. FARNSWORTH, M.D. This study discusses the purpose, scope, 
and limitations of a psychiatric service in Universities. Dr. Farnsworth points 
out the benefits derived from programs already in existence and outlines vari- 
ous methods for developing still more effective programs. $5.00 


Through your bookseller, or from 


HARVARD UNIVERSITY PRESS 


79 Garden Street, Cambridge 38, Massachusetts 


THE CARRIER CLINIC 


for the diagnosis, treatment and research in the psychiatric field 


BELLE MEAD, NEW JERSEY + TELEPHONE FLANDERS 9-5101 


specializing in intensive psychotherapy for the severe psycho- 


neurotic and psychotic reaction combined with organic ther- 
apies when indicated. 


The Carrier Clinic rests on 380 acres of beautifully landscaped 
ground. It is conveniently located between New York City 


and Philadelphia. 


Medical Director Associate Psychiatrists Located on ; 
Russell N. Carrier, M.D., F.A.P.A. Percy H. Weed, M.D Route 206 i 
Diplomate in Psychiatry b 
John E. Caton, M.D. jetween a 

Hospital Administrator Thomas E. Shoemaker, Il, M.D. Princeton 
Mercedes Peifer, R.N. Diplomate in Psychiatry & Somerville : 
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PROFESSIONAL CARE 
FOR THE 
EXCEPTIONAL CHILD 


Five hundred retarded and slow-learning chil- 
dren receive specialized, individual care and 
treatment at the Training School at Vineland, 
N. J. A carefully-selected medical, dental, psy- 
chiatric and psychological staff provides for 
their welfare. Boys and girls two years of age 
and up with the mental potential of six years 
are accepted. They live in small groups in at- 
tractive cottages. They work and play with 
children at their own level and are encouraged 
to develop to their full potential. 

The Training School has been a center for 
continual research into the causes, prevention 
and treatment of mental retardation for more 
than 69 years. The beautiful 1600-acre estate 
is located in southern New Jersey near the sea- 
shore. 24-hour medical and dental care is pro- 
vided in a well-equipped 40-bed hospital. 


For information write: Registrar, Box N. 


THE TRAINING SCHOOL 
AT VINELAND, NEW JERSEY 


ANNOUNCING 


MODEL 109 
ELECTRONARCOSIS INSTRUMENT 


After the introduction of our model 108 in 1951, 
many minor, annual improvements were made in these 
instruments. 

Mode! 109, although essentially the same instrument, 
incorporating every improvement made during the long 
and successful history of the model 108, has desirable 
longevity improvements, and other additions and changes 
made to comply with the suggestions of an official test- 
ing laboratory, and to secure its seal of approval. 

We know of no other shock or electronarcosis instru- 
ment that carries an official seal of approval. We have 
searched the U.L. catalogs and made inquiry of other 
equivalent testing laboratories and have found none. 

Owners of our model 108 instruments may have these 
mode! 109 changes and additions made in our shop. A 
thirty-month guarantee is given on reworked instruments. 

We are filling current orders with model 109. No 
change in price. 


Electronicraft Company 


410 Douglas Building 

257 South Spring Street 

Los Angeles 12, California 
Tel: MAdison 5-1693, 5-1694 
Cable address: Glissando 


THE BROWN 
SCHOOLS 
FOR EXCEPTIONAL CHILDREN 


The Brown Schools, operated since 1940, has facilities 
for the residential treatment of emotionally disturbed 
children and the training and education of exceptional 
children of all ages. Specialists on our staff in psychiatry, 
psychology, medicine, social work, speech pathology, and 
pecial education assure a well-rounded approach to the 
problems of the exceptional child. With seven different 
units, located in Austin and San Marcos, Texas, it is pos- 
sible for each child to be placed in the group best suited 
to his age, ability, development and social adjustment. Each 
student’s program is fitted to his individual needs and abili- 
ties and includes the regular academic subjects as wel! as 
electives and vocational training where indicated. Classes 
are held on the grounds but use is also made of the local 

schools. The children enjoy a full social and recrea- 
schedule with weekly parties, off-campus trips, and 
in regular Boy Scout and Girl Scout work 
summer there is continued academic training 
dicated, combined with a camp recreational 

ily, informal atmosphere characterizes the 

life at school and each child is given individual 
ind guidance to help him achieve a happy and 


FOR INFORMATION WRITE 


Nova Lee Dearing, Registrar 
Post Office Box 4008, Austin, Texas 


Extension of the reduced subscription rate 
of $5.00 (less than one-half the regular rate) 
for the AMERICAN JOURNAL OF PSY- 
CHIATRY has been authorized to include 
medical students; junior and senior internes; 
first, second, and third year residents in 
training; and graduate students in psychol- 
ogy, psychiatric nursing, and psychiatric so- 


cial work. 
In placing your order, please indicate 
issue with which subscription is to start. 
Send subscriptions to: 
THE AMERICAN JOURNAL OF 
PSYCHIATRY 
1270 AvENUE OF THE AMERICAS 


New York 20, New 
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HIGHLAND HospPITAL, Inc. 


ASHEVILLE, NORTH CAROLINA 
Affiliated with Duke University 


A non-profit psychiatric institution, offering modern diagnostic and 
treatment procedures—insulin, electroshock, psychotherapy, occupational 
and recreational therapy—for nervous and mental disorders 

The Hospital is located in a 75-acre park, amid the scenic beauties of the 

Smoky Mountain Range of Western North Carolina, affording excep- 
tional opportunity for physical and nervous rehabilitation } : 
The OUT-PATIENT CLINIC offers diagnostic services and thera- 


peutic treatment for selected cases desiring non-resident care. a 
R. CHARMAN CARROLL, M.D. ROBT. L. CRAIG, M.D . 
Medical Director Associate Medical Director = 

JOHN D. PATTON, M.D. 

Clinical Director — 3 ; 

DINGMANS FERRY, PENNSYLVANIA 

In the Foothills of the Poconos 

Intensive, highly individualized personal training for a : 

small group of girls over five years of age. Carefully 7 


chosen staff. Special modern teaching techniques and pro- 
gram of therapeutic education. Varied handicrafts. cook- 
ing. nature study and field trips. Outdoor games, picnics 
and other activities. Comfortable, homelike atmosphere 
Close cooperation with family physician. 70 miles from 
New York City. 


Telephone Dingmans Ferry 8138 References 


Directors: Frances M. King, formerly Director of the Seguin School 
Catherine Allen Brett, M.A. 


Child Psychiatry Service 


THE MENNINGER CLINIC 


THE SOUTHARD SCHOOL THE CHILDREN’S CLINIC 


A residential school for elementary Outpatient psychiatric and neurologic 
grade children with emotional and evaluation of infants and children to 
behavior problems. eighteen years. 


J. COTTER HIRSCHBERG, M.D., Director Topeka, Kans.; Tel. CEntral 3-6494 
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,@ Modern Treatment Facilities @ Psychotherapy Em- 

phasized @ Large Trained Staff @ Individual Attention 

@ Capacity Limited @ Occupational and Hobby 

Therapy @ Supervised Sports @ Religious Services 
Plus . 

sm Your patients spend many hours daily in healthful out- 


14 if door recreation, reviving normal interests and stimu- 
lating better appetites and stronger bodies... all on 
AN LOTE i 110K Florida’s Sunny West Coast. 
Rates Include All Services and Accommodations 


Brochure and Rates Available to Doctors and Institutions 


A MODERN ‘HOSPITAL. FOR Medical Director—SAMUEL G. HIBBS, M.D. 
EMOTIONAL READJUSTMENT WWELLBORN, JR., M.D. 


1 PETER J. or MD. ZACK RUSS, JR., M.D. 


TARPON SPRINGS FLORIDA A Coneulvante tm Peyehtatry 


ON THE GULF OF MEXICO “4MUEL G. 3ON, M.D. ROGER E. PHILLIPS, M.D 


HALL-BROOKE 


An ef Ae live Hespital 


A licensed private hospital devoted to active treatment, analytically- 
oriented psychotherapy, and the various somatic therapies. 

A high ratio of staff to patients. 

Large occupational therapy building with a trained staff offers 
complete facilities for crafts, arts and recreation. Full program of 
outdoor activities. 

Each patient is under constant, daily psychiatric and medical 
supervision. 

Located one hour from New York on 120 acres of Connecticut 
countryside. 


HALL-BROOKE 
Greens Farms, Box 31, Conn., Tel.: Westport, CApital 7-5105 
George S. Hughes, M.D. Robert Isenman, M.D. 
leo H. Berman. M.D. John D. Marshall, Jr.. M.D. 


Alfred Berl, M.D. Peter P. Barbara. Ph.D. 
Louis J. Micheels, M.D. Heide F. and Samuel Bernard, Administration 


New York Office: 46 E. 73rd St., New York, N. Y., LEhigh 5-5155 
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HIGH POINT HOSPITAL 


Port Chester, New York 
WEstmore 9-4420 


Ratio of one active psychiatrist for every four to five patients; each patient receives 
absolute minimum of three hours of psychoanalytic psychotherapy per week; highly 
individualized management, shock and drug therapies used adjunctively; therapy 
given by senior psychoanalysts, and resident psychiatrists unde immediate super- 
vision of the Director; staff of medical consultants; near New York City. 


ALEXANDER GRALNICK, M.D., F.A.P.A., Director 


Chief Consultants Associate Consultants 


STerpHen P. Jewett, M.D. Rutu Fox, M.D. 
V. Si_verperc, M.D., F.A-P.A. L. Crovis Hrraninc, M.D 


Assistant Medical Director Clinical Director Director of Research 
J. Sitverserc, M.D. Mervyn Scnacut, M.D., F.A.P.A. Sterpuen W. Kempster, M.D. 


Resident Psychiatrists 
JUNIUs ATKINS, M.D. Frank G. D’E xia, M.D. Epwin L. Rasiner, M.D. Enrieu® Martinez, M.D 


Research Consultant Psychologists 
Morron F. Retser, M.D., F.A.P.A. LEATRICE StTyrT SCHACHT, M.A 
MILDRED SHERWOOD LERNER, M.A 


CONSULTANTS ASSOCIATE PSYCHIATRISTS 
H. Giss, M.D., F.A.C.S., Gynecology Leonagp C. Frank, 
Fraxx J. Massucco, M.D., F.A.C.8., Surgery Srivia L. Gewnia, M. 
J. Ropman, M_D., F.C.C.P., Internal Medicine Lronanp Goto, M.D. F.AP.A 
NaTmanigt J. ScHwartz, M.D., F.A.C.P., Internal Medicine Danigt L. Goupstem, M.D., F.A.P.A 
Invine J D.D.S., Dentistry Simon H. Nacuger, M.D 


Sanator 


Staff PAUL V. ANDERSON, M.D., President 
REX BLANKINSHIP, M.D., Medical Director 

a JOHN R. SAUNDERS, M.D., Assistant 

ment procedures electro shock. in- Medical Director 

THOMAS F. COATES, M.D., Associate 

JAMES K. HALL, JR., M.D., Associate 


CHARLES A. PEACHEE, JR., M.S., Clinical 
and mental disorders and problems of Psychologist 


A private psychiatric hospital em- 
ploying modern diagnostic and treat- 


sulin, psychotherapy, occupational 
and recreational therapy —for nervous 


addiction. R. H. CRYTZER, Administrator 


Brochure of Literature and Views Sent On Request - P.O. Box 1514 - Phone 5-3245 
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SANITARIUMS and PRIVATE HOSPITALS 


BALDPATE, INC. 
Geo. Fleetwood 2-2131 Georgetown, Mass. 
Located in the hills of Essex County, 30 miles north of Boston 


For the treatment of 
psychoneuroses, personality disorders, psychoses, alcoholism and drug addiction. 


Definitive psychotherapy, somatic therapies, pharmacotherapy, milieu-therapy under 
direction of trained occupational and recreational therapists. 
Harry C. SoLomon, M.D. GeorGe M. SCHLOMER, M.D. 
Consulting Psychiatrist Medical Director 


THE EMORY JOHN BRADY HOSPITAL 


401 SOUTHGATE ROAD, COLORADO SPRINGS, COLORADO 
MElrose 4-8828 


For the care and treatment of Psychiatric disorders. 
Individual and Group Psychotherapy and Somatic Therapies. 
Occupational, diversional and outdoor activities. 
X-ray, Clinical Laboratory and Electroencephalography. 


E. James Brapy, M.D., Medical Director 
C. F. Rice, Superintendent 
Francis A. O'DONNELL, M.D. GeorGe E. Scott, M.D. 
THomas J. Huritey, M.D. RoBert W. Davis, M. D. 


BRIGHAM HALL HOSPITAL 


CANANDAIGUA, NEW YORK 
FOUNDED 1855 


Individual psychotherapy, occupational and recreational programs, shock 
therapy, selected cases of alcoholism and addiction accepted. 


Special consideration for Geriatric cases. 


W. Roy vanAllen, M.D. 
Physician in Charge 


CEDARCROFT SANITARIUM & HOSPITAL, INC. 


12,101 COLUMBIA PIKE, SILVER SPRING, MD. 
HEmlock 4-0200 


Nine miles from Washington, D. C.—In rural Maryland 


Dedicated to the Care of neuropsychiatric disorders requiring special supervision and guidance. 
Individual and group psychotherapy, occupational and activity therapy emphasized. All other 
accepted therapies are available. 


H. E. Andren, M. D. 
Radical Gieecter Member of N. A. P. P. H. 
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COMPTON SANITARIUM 
820 WEST COMPTON BOULEVARD 
COMPTON, CALIFORNIA 


and its Psychiatric Day Hospital facility 


BEVERLY DAY CENTER 
9256 Beverly Boulevard 
Beverly Hills, California 
High Standards of Psychiatric Treatment .... Serving the Los Angeles Area 
G. Creswe_t Burns, M.D. Heten Ristow Burns, M.D. 
Medical Director Assistant Medical Director 


FAIR OAKS 


Incorporated 


SUMMIT, NEW JERSEY 
A 70-BED MODERN, PSYCHIATRIC HOSPITAL FOR 
INTENSIVE TREATMENT AND MANAGEMENT OF 
PROBLEMS IN NEUROPSYCHIATRY 
20 MILES FROM NEW YORK CITY TELEPHONE CRestview 7-0143 


Oscar Rozett, M. D., THOMAS P. Prout, Jr. 
Medical Director Administrator 


Established FALKIRK IN THE RAMAPOS 
CENTRAL VALLEY, N. Y. 
TELEPHONE: HIGHLAND MILLS, NEW YORK, WABASH 8-2256 
A private hospital devoted to the individual care of psychiatric patients. 
Falkirk provides a twenty-four hour admission service for acute psychiatric prob 
lems. Out-patient facilities are available for suitable cases. A continued treatment 
service is maintained. 
Members of the medical profession are invited to visit the hospital and inspect the 
available services. 
Located 2 miles north of the Harriman Exit N. Y. State Thruway 
50 miles from N. Y. C. 


T. W. NEUMANN, SR., M. D., PERCY E. RYBERG, M. D., T. W. NEUMANN, JR., M. D., 
Physician in Charge Clinical Director Physician in Charge 


THE HAVEN SANITARIUM INC. 
ROCHESTER, MICHIGAN 


M. O. Wo M.D. S. GREEN, M.D. GRAHAM SHINNICK 
Director of Psychotherapy Clinical Director Manager 


A psychoanalytically-oriented hospital for the 
treatment of mental and emotional illnesses. 


Telephone: OLive 1-9441 
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RING SANATORIUM 


EIGHT MILES FROM BOSTON 
Founded 1879 


For the study, care, and treatment of emotional, mental, personality, and habit disorders. 
_ On a foundation of dynamic psychotherapy all other recognized therapies are used as 
indicated. 

Cottage accommodations meet varied individual needs. Limited facilities for the continued 
care of progressive disorders requiring medical, psychiatric, or neurological supervision. 

Full resident and associate staff. Courtesy privileges to qualified physicians. 


BENJAMIN SIMON, M. D., Director Cuarces E. Wuite, M.D., Assistant Director 
Arlington Heights, Massachusetts Mission 8-0081 


RIVER CREST SANITARIUM 


NEW YORK CITY 
Founded 1896 

Modern Facilities for the individual care and treatment of nervous, mental, alcoholic and 
geriatric patients. All recognized therapies available according to the needs of the individual 
patient. 

Courtesy privileges to qualified physicians. American Hospital Association Member. 

Approved for residency training in psychiatry. 
Layman R. Harrison, M. D. Martin Dollin, M.D. Sandor Lorand, M. D. 
Medical Director Clinical Director Director of Psychotherapy 


Twenty Minutes from Mid-Manhattan 
Astoria 5, New York AStoria 8-8442 


Phone: WINDSOR HOSPITAL Established 


CHestnut 7-7346 A Non Profit Corporation 1898 


CHAGRIN FALLS, OHIO 


A hospital for the treatment of Psychiatric Disorders. Booklet available on request. 


JoHNn H. Nicuots, M. D. G. FauLineE WELLs, R. N. HERBERT A. SIHLER, JR. 
Medical Director Administrative Director Secretary 
MEMBER: American Hospital Association - Central Neuropsychiatric Hospital 
Association - National Association of Private Psychiatric Hospitals 


Accredited: by the Joint Commission on Accreditation of Hospitals 


ENTER NEW SUBSCRIPTIONS AND RENEWALS ON THIS FORM 


AMERICAN JOURNAL OF PSYCHIATRY 19 
1270 AVENUE oF THE AMERICAS, Room 310 Date 
New York 20, New York 


Enclosed herewith is $ for one year’s subscription to the AMERICAN JOURNAL 
OF PSYCHIATRY beginning with Volume Number 


NAME 
Print 

ADDRESS 

SIGNATURE 

Subscription $12.00 a year or by the Volume. Foreign Postage $1.00 extra. Canada and South 

America Postage $.50 extra. New Volume began July 1957 issue. 
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Brand of Primidone 


in epilepsy 


Reports from 15 countries attest to the clinical effectiveness of ““Mysoline” 
in grand mal and psychomotor attacks. These results are confirmed by three 
years of successful use in the United States. No irreversible toxic effects have 
been reported. When side effects such as drowsiness and ataxia occur, they 
are usually mild and transitory, tending to disappear as therapy is continued 
or dosage is adjusted. 


Supplied: 0.25 Gm. scored tablets, bottles of 100 and 1,000. 


AYERST LABORATORIES * NEW YORK, N. Y. * MONTREAL, CANADA 


‘‘Mysoline”’ is available in the United States by arrangement with Imperial Chemical Industries Ltd. 
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CALIFORNIA PENNSYLVANIA 


NO CHILD CAN STAND ALONE ... he is part of the society in 
which he lives ... the family into which he was born... the 
sociological complex whose customs and taboos may require more 
than he can achieve. 


The Devereux Foundation is the outgrowth of the recognition of 
the fact that exceptional children need specialized assistance in 
adjusting to contemporary society. For them, Devereux offers, in a 
residential setting, the individualized, specialized educational, psy- 


chiatric, psychological and medical techniques which can help them 
return to useful lives in society. 


Professional inquiries should be addressed to John M. 
Barclay, Director of Development, Devereux Schools, 
Devon, Pennsylvania; western residents address Keith A. 
Seaton, Registrar, Devereux Schools in California, Santa 
Barbara, California. 


SCHOOLS 
COMMUNITIES 
THE DEVEREUX FOUNDATION | cays 

A nonprofit organization Founded 1912 TRAINING 
Sania Barbara, Califorma Devon, Pennsylvania RESEARCH 


Professional 
Associate Directors 


Robert L. Brigden, Ph.D. 
HELENA T. DEVEREUX, Founder Charles M. Campbell, Jr, M.D. 


EDWARD L. FRENCH, Ph.D., Director Michael B. Dunn, Ph.D. 
Fred E. Henry, S.T.D. 
J. Clifford Scott, M.D. 
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